
 

 

 

 

 

ATHLETIC/ACTIVITY 

PHYSICAL/CONSENT PACKET 

(2010-2011) 

Student Name:  ____________________________________________________________________________ 

 

Parent or Guardian Name(s):_____________________________________________________________ 

 

Contact Number (in case of emergency):  (            )________ - _____________ Hm./Wk./Cell 

                            (Circle one ) 

Skiatook Public Schools 

355 S. Osage 

Skiatook, OK 74070 

 



 

 

Skiatook Public Schools  

Approval for Participation in Athletics/Activities 

I hereby certify that ______________________________________________   -   ________/________/_______________ 

                  (Students Name)                                               (Birth date)      

 Has my approval to participate in athletics/activities for Skiatook Public Schools.  My student 

wishes to participate in the following sports/activities (please list below):  

____________________________________________________________________________________________________________________. 

I also give consent for the above named student to travel with the coach or other representatives of 

the school on any school sponsored trips.  I understand that students, even when off campus, are 

still subject to school rules and regulations when participating in athletics/activities for Skiatook 

Public Schools.   

I understand that any student who does not conduct himself/herself properly, as determined by 

their coach/director/school personnel, may be (1) sent home at the parent/legal guardian’s 

expense, (2) prohibited from participating in future activities of that group/team/organization; 

and/or (3) subject to other appropriate disciplinary action. 

I do understand and realize that in case of injury to the student participating in school 

athletics/activities, the Independent School District of Skiatook, Oklahoma and its assigned 

personnel is not legally liable for such injury or any expense incident thereto.  The parent or legal 

guardian herewith grants permission for school employees to secure medical services for the above 

named student if it is deemed necessary.  The Skiatook Public Schools and its employees do not accept 

liability for payment of any resulting bill should the above action be taken. 

The undersigned agrees to be responsible for the safe return of all athletic equipment issued by the 

school to the above name student. 

Signature of Parent or Guardian ______________________________________________________________________________ 

 

Signature of Student ___________________________________________________________________________________________ 

Date _________/_________/_______________       

 

 

Permission to administer Medication  

 

Student ____________________________________________________________  School _____________________________________ 

Date of Birth __________________________   Grade ___________ 

School personnel designated in Skiatook Independent School District Policy are hereby given my 

consent to administer nonprescription medication to the above designated student. 

Further consent is hereby given to administer prescription medication to the above designated 

student when prescription is properly labeled and is accompanied by a written request by the 

professional person who prescribed the medication. 

Signature of Parent or Guardian ______________________________________________________________________________ 

Date ________/__________/__________________ 

 

 



 

Skiatook Public School 

Emergency Medical Authorization 

Part I 

*Purpose: To enable parents and guardians to authorize the provision of emergency treatment for 

children who become ill or injured while under school authority, when parents or guardians cannot 

be reached.  The information below is needed for participation in scholastic activities for Skiatook 

Public Schools.  Please complete the form below with all appropriate information.  This form must be 

accompanied by a completed physical form before participating in any athletic practice or activity. 

Student information 

Student:__________________________________________________________________   Grade:_______________________________ 

Address: __________________________________________________________________________________________________________ 

City/Zip: ______________________________________________________  Home Phone #: (                   )  _______-___________ 

Father’s Name: ________________________________________  Mother’s Name: ________________________________________ 

Father’s Work Phone #: (                 )  _______-___________ Mother’s Work Phone #: (                 )  _______-___________ 

Father’s Cell/pager #:  (                 )  _______-___________  Mother’s Cell/pager #:  (                 )  _______-___________ 

Alternate Adult Name:______________________________________________ Phone:  (                 )  _______-___________ 

Alternate Adult Name:______________________________________________ Phone:  (                 )  _______-___________ 

Additional Information 

1.  Allergies: (if no, so state.) 

 

2. List pertinent medical information applicable to heart trouble, diabetes, epilepsy, etc…(if no,  

so state.) 

 

 

 

3. Does student carry medication? Please list names and purpose for use below…(if no, so state.) 

 

a. Name of medication (s): ______________________________________ Purpose:________________________ 

 

b. Name of medication (s): ______________________________________ Purpose:________________________ 

 

 

4. Date of Last Tetanus Injections: ______________________________________________________________________ 

 

5. Does student wear glasses?______________ Contact Lenses? _____________ Hearing Aid(s)? __________ 

 

6. Additional Medical Information 

 

In the event attempts are made to contact me and school officials have been unable to reach me 

successfully, I hereby give my consent for the administration of treatment deemed necessary by the 

following: 

Primary care Physician’s name:___________________________________________________ Phone#_____________________ 

Primary Care Dentist’s Name:_____________________________________________________ Phone#_____________________ 

In the event the designated preferred practitioner is not available, the student may be transferred 

to a hospital that is reasonably accessible.  This authorization does not cover major surgery unless 

the medical opinions of two other licensed physicians or dentists, concurring in the necessity for 

such surgery, are obtained prior to the performance of such surgery.   

Date: _______/________/______________ Parent/legal guardian: ___________________________________________ 

                        Signature 



 

 

Emergency Medical Authorization Refusal of Consent 

Part II 

***Do not complete if you completed part 1of the emergency medical authorization. 

Refusal of consent 

I do not give my consent for emergency medical treatment of my child.  In the event of illness or injury 

requiring treatment, I wish the school authorities to take no action or to: 

___________________________________________________________________________________________________________________. 

 _______/_________/_____________   _____________________________________________________ 

                        (date)     (signature of parent/guardian) 

 

 

 

Insurance Release 

Student’s Name _____________________________________________________Date ________/__________/__________________ 

Date of Birth _________/_________/_______________             Age _________    Sex ___________ 

Address __________________________________________________________________________________________________________ 

City _______________________________________________                  St. ______                   Zip _________________ 

Home Phone: (            )________-___________Wk. Phone (            )________-____________Cell (            )________-____________ 

Check the appropriate blank and complete information in Item 1, if applicable. 

______   1.  This is to certify that my child is covered by the following accident insurance, 

 Insurance Company: _____________________________________________________________________________ 

 Policy Number: ___________________________________  Group in name of:___________________________ 

 Name of parent or guardian who is the policy holder: _______________________________________ 

and has my permission to participate in all school-sponsored activities.  It is agreed that the 

school will be relieved of all responsibility in the event of injury. 

______  2.  This is to certify that my child will be covered by a student accident insurance policy 

provided by the school. 

______  3.  This is to certify that we have NO INSURANCE policy which will cover my/our child.  

However, he has my permission to participate in all school activities.  It is further agreed that 

the school will be relieved of all responsibility in the event of injury. 

 

___________________________________________________________________       _________/_________/____________________ 

(signature of parent/guardian)                                    (date) 

 

 

 



 

 

 

 



 

 

 

 

 


