
Town of Ludlow Recreation Athletics Program 

Athletic Waiver/Medical Release 

2017-2018 

 

 

I give permission for   ___________________________________      _____________________  ___________                  

                       Student’s Name         Date of Birth                    Age 

_________________________________________________   ________________________   ___________                     

Address      Phone #     Grade 

to participate in the ___________________________ program sponsored by The Town of Ludlow Recreation 

Department. Practices will be starting soon. 

While under the supervision of the person assigned by the above sponsoring agency: 

 

I will not hold the above department, coach, staff, Select Board members or the Town of Ludlow 

responsible for any injuries incurred while my child is participating. 

I will not hold the above agency responsible for any and all personal gear lost. 

 

To the best of my knowledge, there is no medical reason that my child could not participate in the 

___________________________ program.  

 

My child has had a physical within the past two years. 

 

Date: _________________ 

 

Signed by: ___________________________________________ 

            (Parent/Guardian) 

Note: Please sign and have your child return this form along with the Emergency Information / Sports 

Questionnaire and Registration forms. Your interest and consideration in this activity is appreciated. All 

children must be covered by insurance either through family/ school/or state. 

 

Would you be interested in helping with this program? _________ YES        ________NO 

 

 

 



 

 

EMERGENCY MEDICAL INFORMATION AND RELEASE 

 

 

Please provide us with your child’s insurance information: 

 

Medical Insurance Carrier: ________________________________________________ 

 

 

Policy#:  ___________________________________________                   Group#: ________________________________ 

 

Subscriber’s Name: _______________________________      Address: ________________________________ 

 

Physician’s Name: ________________________________      Phone #: ________________________________ 

 

 

In case of accident or injury, I give my permission for my child to receive immediate/necessary 

medical treatment. 

  

Parent/Guardian’s Signature _________________________________________   Date: _________________________ 

     

 

 

 

 

 

 

 

 

 

 



 

 

                 Town of Ludlow Recreation Athletics Program 

SPORTS HEALTH QUESTIONNAIRE 

 

(This form will only be kept by the coach in case of medical attention/emergency) 

     Student’s Name: ____________________________________     Grade: ____________ 

 

MEDICAL HISTORY: 

1. Date of last physical:  ________________ 

 

 

 

 

3. Does he/she have any allergies that require medication?             Yes ______     No______ 

4. Does he/she suffer from asthma?                  Yes ______     No______ 

 

 

 

  

If yes, does he/she have an emergency treatment plan in place?         Yes ______     No _____ 

    8. Does he/she have any physical limitations?                                                      Yes ______    No _____ 

If yes to any of the above, please describe: 

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________ 

I have received and read a "Fact Sheet for Parents" regarding concussion information. 

________________________________________ ________________________________  __________________________ 

 (Parent/Guardian Signature) (Cell/Home Phone)  (Work phone) 

2. Since his/her last physical has he/she had:  

a) Any injuries requiring medical attention? Yes______       No______ 

b)  Any illness lasting more than 1 week? Yes______       No______ 

c) Any new medications? Yes______       No______ 

5. Does he/she suffer from epilepsy?  Yes ______    No _____ 

6. Does he/she suffer from diabetes?  Yes ______    No _____ 

7. Is he/she allergic to bee stings or flying insects?  Yes ______    No _____ 


