
SCHOOL PHYSICAL

PARENTAL CONSENT

PACKET



PATIENT’S CONSENT FORM

Name: Date of Birth:  (MM/DD/YY) Age: Chart Number: 

Address: City: State: Zip: 

Email Address: SS#: Sex: 
 Male  Female 

Home Phone: Mobile Phone No.: Veteran Status: 
 Veteran  Not a Veteran 

Marital Status: 

 Single  Married  Divorced  Widower 

Race:  Hispanic/Latino  Non-Hispanic/Latino 

Also check below 
 Black   White   Asian  American Indian/Alaskan Native 
 Native Hawaiian   Pacific Islander  More than one race 
 Race Unreported 

Insurance Type: 
 Medicaid  

 Medicare 

 Medicaid/Medicare 

 Private 
Number in Household Monthly Income: 

$_____________________________
Emergency Contact Person: Relationship: Phone Number: 

CONSENT TO TREAT/PROCESS CLAIMS:  I do hereby authorize PHSC or any member of their staff, under the direct supervision of 

appropriate licensed personnel, to provide such medical services to patients as he or she may deem reasonable and necessary to treat 
me, or my minor child, for any illness, condition, or disease which I am or may be afflicted. 

RELEASE OF MEDICAL RECORDS:  I authorize the release of my medical records to my family physician and/or to my insurance carrier 

to process any and all claims.  And I authorize the release of medical records from other physicians to assist in my treatment.   

LABORATORY SERVICES:  Please be advised that if Laboratory tests are ordered or collected that our outside laboratory will bill you for 

all laboratory work.  If any charge went towards your insurance, it will be billed to the party (Secondary insurance/patient/patient guarantor). 

ADVANCE DIRECTIVES:  It is the policy of PHSC as a primary care site NOT to honor any Advance Directives a patient may possess.  A 

minimal of basic life support efforts will be initiated by staff and EMS will be activated.  The patient may invoke his/her Advance Directives 
after being transferred from PHSC to the nearest tertiary care site. 

PATIENT RIGHTS:  I have received a copy of PHSC’s Notice of Privacy Practices, which makes me aware of my privacy rights and HIPAA. 

Housing Status: 
 Public Housing   Own a Home   Family Justice/Well Springs   Rent   Other 

 Homeless (If yes, please put check mark on current situation: 
 Transitional shelter      Streets   Doubled-up (Living with someone else) 

Signature of Patient/Responsible Person Date: 

X 
PHSC Witness Date: 

X 
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IMPORTANT: This form must be completed annually, kept on file with the school, and is subject to inspection by the Rules Compliance Team. 

 

Please Print  

 

Name:_______________________________________School:____________________________________________Grade:________Date:______________  
Sport(s):__________________________________________Sex: M / F Date of Birth:_____________Age:______Cell Phone:_____________________  
Home Address:_________________________________City:______________State:_____ Zip Code:___________Home Phone:____________________ 
Parent / Guardian:____________________________________ _Employer:_______________________ ____Work Phone:__________________  

 
FAMILY MEDICAL HISTORY:   Has any member of your family under age 50 had these conditions?  
Yes No Condition  Whom Yes No Condition  Whom Yes No Condition Whom  
 Heart Attack/Disease  Sudden Death _____________  Arthritis _____________  
 Stroke  High Blood Pressure _____________  Kidney Disease _____________  
 Diabetes  Sickle Cell Trait/Anemia _____________  Epilepsy _____________  

 
 
 
ATHLETE ORTHOPAEDIC HISTORY:  Has the athlete had any of the following injuries?  
Yes No Condition   Date  Yes No Condition  Date Yes No Condition Date 
 Head Injury / Concussion __________   Neck Injury / Stinger _________   Shoulder L / R __________  
 Elbow L / R __________   Arm / Wrist / Hand L / R _________   Back __________  
 Hip L / R __________   Thigh L / R _________   Knee L / R __________  
 Lower Leg L / R __________   Chronic Shin Splints _________   Ankle L / R __________  
 Foot L / R __________   Severe Muscle Strain  _________   Pinched Nerve __________  
 Chest __________  Previous Surgeries:     

 
 
ATHLETE MEDICAL HISTORY: Has the athlete had any of these conditions?  
Yes No Condition    Yes No Condition   Yes No Condition  

 Heart Murmur / Chest Pain / Tightness  Asthma / Prescribed Inhaler Menstrual irregularities:  Last Cycle:   
 Seizures   Shortness of breath / Coughing  Rapid weight loss / gain 
 Kidney Disease   Hernia   Take supplements/vitamins 
 Irregular Heartbeat   Knocked out / Concussion  Heat related problems 
 Single Testicle   Heart Disease  Recent Mononucleosi 
 High Blood Pressure   Diabetes  Enlarged Spleen 
 Dizzy / Fainting  Liver Disease  Sickle Cell Trait/Anemia 
 Organ Loss (kidney, spleen, etc)  Tuberculosis  Overnight in hospital 
 Surgery  Prescribed EPI PEN  Allergies (Food, Drugs)    
  Medications           
 
 
 List Dates for: Last Tetanus Shot:     Measles Immunization:   Meningitis Vaccine:      

 

PARENTS’ WAIVER FORM 
 

 To the best of our knowledge, we have given true & accurate information & hereby grant permission for the physical screening evaluation. We understand the 
evaluation involves a limited examination and the screening is not intended to nor will it prevent injury or sudden death. We further understand that if  the 
examination is provided without expectation of payment, there shall be no cause of action pursuant to Louisiana R.S. 9:2798 against the team volunteer health- 
care provider and/or employer under Louisiana law.  

 This waiver, executed on the date below by the undersigned  medical doctor, osteopathic doctor, nurse practitioner or physician’s assistant and parent of the 
student athlete named above, is done so in compliance with Louisiana law with the full understanding that there shall be no cause of action for any loss or damage 
caused by any act or omission related to the health care services if rendered voluntarily and without expectation of payment herein unless such loss or damage 
was caused by gross negligence.   Additionally, 
1. If, in the judgment of a school representative, the named student-athlete needs care or treatment as a result of an injury  

or sickness, I do hereby request, consent and authorize for such care as may be deemed necessary…………………………………………....Yes No  
2. I understand that if the medical status of my child changes in any significant manner after his/her physical examination,  

I will notify his/her principal of the change immediately…………………………………………………………………………………………………..Yes No  
3. I give my permission for the athletic trainer to release information concerning my child’s injuries to the head coach/athletic  

director/principal of his/her school…………………………………………………………………………………………………………………………..Yes No  
4. By my signature below, I am agreeing to allow my child’s medical history/exam form and all eligibility forms to be reviewed  

by the LHSAA or its representative(s) or the associated medical personnel. …………………………………………………………………………Yes No  
 
 
 

          
Date Signed by Parent Signature of Parent  Typed or Printed Name of Parent  
 

Health Care Provider section on page 2 
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IMPORTANT: This form must be completed annually, kept on file with the school, and is subject to inspection by the Rules Compliance Team. 
 

 
 
Name:_______________________________________ Date of Birth:____________________ Age:___________ Date:_________________________ 
School:___________________________________________ Grade:________Sport(s):____________________________________________________ 
 
II. COMPLETED ANNUALLY BY MEDICAL DOCTOR (MD), OSTEOPATHIC DR. (DO), NURSE PRACTITIONER (APRN) or PHYSICIAN’S ASSISTANT (PA) 
 
           
     
   
 
GENERAL MEDICAL EXAM :                                                                                                                                                  
 Norm Abnl                
ENT           
Lungs       
Heart              
Abdomen        
Skin                                                                                            
                  
 
 
ORTHOPAEDIC EXAM :   
                                                                    
I. Spine / Neck       II. Upper Extremity   III. Lower Extremity 
 
  Norm Abnl                                                                  Norm Abnl                                    Norm Abn 
Cervical   Shoulder  Knee               
Thoracic                                                                                   Elbow   Hip 
Lumbar   Hand / Fingers     Ankle 
   Wrist 
                                                                                                                                                                   
   
 
 
Health Care Provider notes (if needed): _______________________________________________________________________________________ 
 
 
 [ ] Medically eligible for all sports without restriction  
   
 [ ] Medically eligible for certain sports_________________________________    
   

 [ ] Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of _______________________________ 
 

 [ ] Not medically eligible pending further evaluation 
 

 [ ] Not medically eligible for any sports           
 
This recommendation is from a limited screening. 
 
 
                                    
        
                    
Printed Name of MD, DO, APRN or PA Signature of MD, DO, APRN or PA Date  of Medical Examination 

 
 

 This physical expires 13 months from the date it was signed and dated by the MD, DO, APRN or PA.  

 

Height ______________    Weight __________________    Blood Pressure________________    Pulse___________ 

Revised 5/23 



Revised 2/6/2018 

Authorization to Release or Obtain Health Information 
Name of Patient: Request Date: 

Mailing Address: Date of Birth: 

City/State/Zip: Social Security No.: 

I Authorize:  (indicate name of Person/Party being authorized): 
Primary Health Services Center 

Relationship to Patient: 

Mailing Address: 
2913 Betin Avenue 

City/State/Zip: 
Monroe, LA 71201 

 RELEASE Information TO     or       OBTAIN Information FROM 
(Place an “X” on the box if the information is being released OR requested.) 

Name: Mailing Address: 

Telephone Number: City/State/Zip: 

Purpose of Authorization is indicated in the box(es) below.  Place an “X” in the box(es) that apply.) 
  Further Medical Care 
  Changing Physicians 

  Personal 
  Research related treatment 

  Legal Investigation or Action 

  Creating health information for disclosure to a third party.  Others (Specify)______________________ 
I authorize the release of the following protected health information.  (Place an “X” in the box(es) that apply to the information you want released or you want to obtain.) 

 Entire Record  Medical History, Examination, Reports  Surgical Reports  Treatment or Tests 
 Prescriptions  Immunizations  Hospital Records 

i l di  R t  
 Laboratory Reports 

X-ray Reports  Other: LHSAA MEDICAL HISTORY EVALUATION  
In compliance with state and/or federal laws which require special permission to release otherwise privileged information, please release the following records. 

 Alcoholism  Drug Abuse  Mental Health  Vocational Rehabilitation  HIV (AIDS) 
 Sexually Transmitted Diseases  Genetics  Psychotherapy Notes 
 Other ______________________________________________________________________________________ 

This authorization shall expire on:  (Date or Event) Signature of Individual or Personal Representative authorized by law: Date: 

IMPORTANT INFORMATION ABOUT THE AUTHORIZATION: 

We may need your authorization to use, disclose or obtain your health information for some of our services.  You do not have to sign this form.  If an 
expiration date is not entered, the authorization will expire one (1) year from the date signed. 

A separate signed authorization form is required for the use and disclosure of health information for: 
 Psychotherapy notes  Employment-related determinations by an employer  Research purposes unrelated to your treatment 

When required by law or policy, PHSC may only obtain, use and disclose your health information if the required written authorization includes all the 
required elements of a valid authorization. 

  An authorization is voluntary.  You will not be required to sign an authorization as a condition of receiving treatment services or payment for health 
care services.  If your authorization is required by l aw or policy, PHSC will use and disclose your health information as you have authorized on the signed 
authorization form. 

  You may be required to sign an authorization before receiving research-related treatment. 
  You may be required to sign an authorization form for the purpose of creating protected health information for disclosure to a third party.  Example:  In 

a juvenile court proceeding where a parent is required to obtain a psychological evaluation on their minor child by PHSC, the parent may be required to 
sign an authorization to release the evaluation report (but not the psychotherapy notes) to PHSC. 

  You may cancel an authorization in writing at any time.  PHSC cannot take back any uses or disclosures already made before an authorization was 
cancelled. 

  Information used or disclosed by this authorization may be re-disclosed by the recipient and will no longer be protected by PHSC privacy policies. 

X
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 c
ar

e 
yo

u 
re

ce
iv

e 
is 

pe
rs

on
al

. W
e 

ar
e 

co
m

m
itt

ed
 to

 
pr

ot
ec

tin
g 

yo
ur

 p
er

so
na

l h
ea

lth
 in

fo
rm

at
io

n.
 W

he
n 

yo
u 

re
ce

iv
e 

tre
at

m
en

t a
nd

 o
th

er
 h

ea
lth

 c
ar

e 
se

rv
ice

s f
ro

m
 u

s, 
w

e 
cr

ea
te

 a
 

re
co

rd
 o

f t
he

 se
rv

ic
es

 th
at

 y
ou

 re
ce

iv
ed

. W
e 

ne
ed

 th
is 

re
co

rd
 to

 
pr

ov
id

e 
yo

u 
w

ith
 q

ua
lit

y 
ca

re
 a

nd
 to

 c
om

pl
y 

w
ith

 le
ga

l 
re

qu
ire

m
en

ts
. T

hi
s n

ot
ice

 a
pp

lie
s t

o 
al

l o
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 c
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 D
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 d
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 b
ro

ke
n 

le
g,

 th
at

 y
ou

 h
av

e 
di

ab
et

es
, b

ec
au

se
 

di
ab

et
es

 m
ay

 a
ffe

ct
 y

ou
r b

od
y's

 h
ea

lin
g 

pr
oc

es
s. 

Fo
r P

ay
m

en
t. 

W
e 

m
ay

 u
se

 a
nd

 d
isc

lo
se

 h
ea

lth
 in

fo
rm

at
io

n 
ab

ou
t 

yo
u 

to
 b

ill 
an

d 
co

lle
ct

 p
ay

m
en

ts
 fr

om
 y

ou
, y

ou
r i

ns
ur

an
ce

 
co

m
pa

ny
, in

clu
di

ng
 M

ed
ica

id
 a

nd
 M

ed
ica

re
, o

r o
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 p
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 c
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 c
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at
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 p
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 p
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 p
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, b
en

ef
its

 a
nd

 
tr

ea
tm

en
ts

 a
lte

rn
at

iv
es

. 

• 
To

 in
di

vi
du

al
s 

in
vo

lv
ed

 in
 y

ou
r c

ar
e 

or
 p

ay
m

en
t f

or
 

yo
ur

 c
ar

e.
 

• 
To

 o
rg

an
iza

tio
ns

 th
at

 h
an

dl
e 

or
ga

n 
an

d 
tis

su
e 

do
na

tio
n 

if 
yo

u 
ar

e 
an

 o
rg

an
 d

on
or

. 
• 

W
he

n 
re

qu
ire

d 
by

 fe
de

ra
l, 

st
at

e,
 a

nd
/o

r l
oc

al
 la

w
. 

• 
W

he
n 

th
er

e 
ar

e 
ris

ks
 to

 p
ub

lic
 h

ea
lth

 o
r 

sa
fe

ty
. 

• 
To

 w
or

ke
rs

 c
om

pe
ns

at
io

n 
or

 si
m

ila
r p

ro
gr

am
s p

ro
vi

di
ng

 
be

ne
fit

s f
or

 w
or

k 
re

la
te

d 
in

ju
rie

s o
r i

lln
es

s. 

• 
To

 m
ili

ta
ry

 c
om

m
an

d 
au

th
or

iti
es

 o
r t

he
 D

ep
ar

tm
en

t o
f 

Ve
te

ra
n 

Af
fa

irs
 

• 
To

 h
ea

lth
 o

ve
rs

ig
ht

 a
ge

nc
ie

s 
th

at
 m

on
ito

r t
he

 h
ea

lth
 c

ar
e 

sy
st

em
, g

ov
er

nm
en

t p
ro

gr
am

s a
nd

 c
om

pl
ia

nc
e 

w
ith

 c
iv

il 
rig

ht
s l

aw
s. 

• 
In

 re
sp

on
se

 to
 a

 c
ou

rt
 o

r 
ad

m
in

is
tr

at
iv

e 
or

de
r. 

• 
To

 c
or

on
er

s, 
he

al
th

 e
xa

m
in

er
s, 

an
d 

fu
ne

ra
l d

ire
ct

or
s 

to
 

th
e 

ex
te

nt
 n

ee
de

d 
to

 c
ar

ry
 o

ut
 th

ei
r d

ut
ie

s. 

• 
To

 b
us

in
es

s a
ss

oc
ia

te
s c

on
tra

ct
ed

 to
 p

er
fo

rm
 a

gr
ee

d 
up

on
 

se
rv

ice
s a

nd
 b

ill
in

g 
fo

r s
er

vi
ce

s. 

• 
To

 a
ut

ho
riz

ed
 fe

de
ra

l o
ffi

cia
ls 

fo
r i

nt
el

lig
en

ce
, 

co
un

te
rin

te
lli

ge
nc

e,
 p

ro
te

ct
ive

 se
rv

ice
s f

or
 th

e 
Pr

es
id

en
t/h

ea
ds

 o
f s

ta
te

 a
nd

 o
th

er
 n

at
io

na
l s

ec
ur

ity
 

ac
tiv

iti
es

 a
ut

ho
riz

ed
 b

y 
la

w
. 

• 
To

 c
or

re
ct

io
na

l i
ns

tit
ut

io
n 

or
 la

w
 e

nf
or

ce
m

en
t o

ffi
cia

l i
f 

yo
u 

ar
e 

an
 in

m
at

e 
or

 u
nd

er
 th

e 
cu

st
od

y 
of

 a
 la

w
 

en
fo

rc
em

en
t o

ffi
cia

l. T
hi

s r
el

ea
se

 w
ou

ld
 b

e 
fo

r t
he

 
in

st
itu

tio
n 

to
 p

ro
vid

e 
yo

u 
he

al
th

 c
ar

e,
 to

 p
ro

te
ct

 y
ou

r s
af

et
y 

an
d 

sa
fe

ty
 o

f o
th

er
s o

r t
he

 sa
fe

ty
 a

nd
 se

cu
rit

y o
f t

he
 

co
rre

ct
io

na
l in

st
itu

tio
n.

 

  

Re
se

ar
ch

 

Un
de

r c
er

ta
in

 ci
rc

um
sta

nc
es

, w
e 

m
ay

 u
se

 a
nd

 d
isc

lo
se

 h
ea

lth
 

in
fo

rm
at

io
n 

ab
ou

t y
ou

 fo
r r

es
ea

rc
h 

pu
rp

os
es

. F
or

 e
xa

m
pl

e,
 a

 
re

se
ar

ch
 p

ro
je

ct
 m

ay
 in

vo
lv

e 
co

m
pa

rin
g 

th
e 

he
al

th
 a

nd
 re

co
ve

ry
 

of
 a

ll 
pa

tie
nt

s 
w

ho
 re

ce
ive

 o
ne

 m
ed

ica
tio

n 
to

 th
os

e 
wh

o 
re

ce
ive

d 
an

ot
he

r f
or

 th
e 

sa
m

e 
co

nd
iti

on
. A

ll 
re

se
ar

ch
 p

ro
je

ct
s 

ho
w

ev
er

, 
ar

e 
su

bj
ec

t t
o 

a 
sp

ec
ia

l a
pp

ro
va

l p
ro

ce
ss

. 

Pu
bl

ic
 H

ea
lth

 A
ct

iv
iti

es
. W

e 
m

ay
 d

isc
lo

se
 h

ea
lth

 in
fo

rm
at

io
n 

ab
ou

t y
ou

 fo
r p

ub
lic

 h
ea

lth
 a

ct
ivi

tie
s. 

Th
es

e 
ac

tiv
iti

es
 g

en
er

al
ly

 
in

clu
de

 th
e 

fo
llo

w
in

g:
 

• 
To

 p
re

ve
nt

 o
r c

on
tro

l d
ise

as
e,

 in
ju

ry
 o

r d
isa

bi
lit

y. 

• 
To

 re
po

rt 
bi

rth
s a

nd
 d

ea
th

s. 

• 
To

 re
po

rt 
ch

ild
 a

bu
se

 o
r n

eg
le

ct
. 

• 
To

 re
po

rt 
re

ac
tio

ns
 to

 m
ed

ica
tio

ns
 o

r p
ro

bl
em

s w
ith

   
 

   
   

   
pr

od
uc

ts
. 

• 
To

 n
ot

ify
 p

eo
pl

e 
of

 re
ca

lls
 o

f p
ro

du
ct

s 

• 
To

 n
ot

ify
 a

 p
er

so
n 

w
ho

 m
ay

 h
av

e 
be

en
 e

xp
os

ed
 to

 a
 

di
se

as
e 

or
 m

ay
 b

e 
at

 ri
sk

 fo
r c

on
tra

ct
in

g 
or

 sp
re

ad
in

g 
a 

di
se

as
e 

or
 c

on
di

tio
n.

 

• 
To

 n
ot

ify
 th

e 
ap

pr
op

ria
te

 g
ov

er
nm

en
t a

ut
ho

rit
y 

if 
w

e 
be

lie
ve

 a
 p

at
ie

nt
 h

as
 b

ee
n 

th
e 

vi
ct

im
 o

f a
bu

se
, n

eg
le

ct
, 

or
 d

om
es

tic
 v

io
le

nc
e.

  

Yo
ur

 R
ig

ht
s: 

Yo
u 

ha
ve

 c
er

ta
in

 r
ig

ht
s 

w
ith

 r
es

pe
ct

 t
o 

yo
ur

 p
er

so
na

l 
he

al
th

 in
fo

rm
at

io
n.

 T
hi

s s
ec

tio
n 

of
 o

ur
 n

ot
ice

 d
es

cr
ib

es
 y

ou
r 

rig
ht

s a
nd

 h
ow

 to
 e

xe
rc

ise
 th

em
. 

Ri
gh

t t
o 

In
sp

ec
t a

nd
 C

op
y:

 Y
ou

 h
av

e 
th

e 
rig

ht
 to

 in
sp

ec
t a

nd
 

ob
ta

in
 a

 c
op

y 
of

 th
e 

pe
rs

on
al

 h
ea

lth
 in

fo
rm

at
io

n 
in

 y
ou

r 
m

ed
ic

al
 a

nd
 b

ill
in

g 
re

co
rd

s, 
or

 in
 a

ny
 o

th
er

 g
ro

up
 o

f r
ec

or
ds

 
th

at
 w

e 
m

ai
nt

ai
n 

an
d 

us
e 

to
 m

ak
e 

he
al

th
 c

ar
e 

de
ci

si
on

s 
ab

ou
t 

yo
u.

 T
o 

in
sp

ec
t a

 c
op

y 
of

 y
ou

r p
er

so
na

l h
ea

lth
 in

fo
rm

at
io

n,
 y

ou
 

m
us

t s
ub

m
it 

yo
ur

 re
qu

es
t i

n 
w

rit
in

g 
to

 o
ur

 m
ed

ic
al

 re
co

rd
s 

de
pa

rtm
en

t. 
If 

yo
u 

re
qu

es
t a

 c
op

y 
of

 th
e 

in
fo

rm
at

io
n,

 a
ny

 
ap

pl
ica

bl
e 

co
st

s a
ss

oc
ia

te
d 

w
ith

 y
ou

r r
eq

ue
st

 w
ill 

be
 co

m
pl

ia
nt

 
w

ith
 st

at
e 

an
d/

or
 fe

de
ra

l l
aw

. W
e 

m
ay

 d
en

y 
yo

ur
 re

qu
es

t t
o 

in
sp

ec
t a

nd
 co

py
 in

 ce
rta

in
 v

er
y 

lim
ite

d 
ci

rc
um

st
an

ce
s. 

If 
yo

ur
 

re
qu

es
t i

s 
de

ni
ed

, y
ou

 m
ay

 re
qu

es
t t

ha
t t

he
 d

en
ia

l b
e 

re
vi

ew
ed

. 
W

e 
w

ill
 d

es
ig

na
te

 a
 li

ce
ns

ed
 h

ea
lth

 c
ar

e 
pr

of
es

sio
na

l t
o 

re
vi

ew
 o

ur
 d

ec
isi

on
 to

 d
en

y 
yo

ur
 re

qu
es

t. 
W

e 
w

ill
 c

om
pl

y 
w

ith
 

th
e 

ou
tc

om
e 

of
 th

is 
re

vi
ew

. 
 Ce

rta
in

 d
en

ia
ls,

 su
ch

 a
s t

ho
se

 re
la

tin
g 

to
 p

sy
ch

ot
he

ra
py

 n
ot

es
, 

ho
w

ev
er

, w
ill

 n
ot

 b
e 

re
vi

ew
ed

. 
 


	School Sports Physical Consent Packet
	School Physical consent Packet 2020.pdf
	Binder3.pdf
	LHSAA Medical_History-EVALUATION

	Binder2.pdf
	Binder1.pdf
	PHSC Authorization to Release or Obtain Health Information (LHSAA MED HISTORY EVAL)

	School Physical Consent Packet 2019-2020.pdf
	Patients Consent Form  (2-7-2018)



	Copy of Copy of Red and Blue Bordered Memorial Day Poster

	Updated PHSC NPP 2023



