EMERALD RIDGE HIGH SCHOOL
    
    Athletic Clearance Card
           EMERALD RIDGE HIGH SCHOOL

  Athletic Clearance Card
Name __________________________ Grade ___  Phone _____________(H)
          Name __________________________ Grade ___  Phone _____________(H)
Address ___________________________________  Zip Code ___________
           Address ___________________________________  Zip Code ___________
Parent/Guardian ____________________________Phone _____________(C)
           Parent/Guardian ____________________________Phone _____________(C)
Email Address  _________________________________________________
           Email Address  _________________________________________________











Emergency Contact _________________________ Phone _______________
           Emergency Contact _________________________ Phone _______________

Family Physician and Phone _______________________________________
           Family Physician and Phone _______________________________________

Insurance Company ________________________ Policy # ______________
           Insurance Company ________________________ Policy # ______________
 If, in the event of serious injury, your family physician is not available or is not located in the
              If, in the event of serious injury, your family physician is not available or is not located in the
 immediate vicinity, and we are unable to contact a parent or guardian, does the School staff
              immediate vicinity, and we are unable to contact a parent or guardian, does the School staff
 have your permission to seek medical attention from the nearest physician?    YES    NO
              have your permission to seek medical attention from the nearest physician?    YES    NO
CHECK CONDITIONS THAT MAY AFFECT STUDENT DURING SPORT/ACTIVITY:
              CHECK CONDITIONS THAT MAY AFFECT STUDENT DURING SPORT/ACTIVITY:

ASTHMA   DIABETES   SEIZURE DISORDER   ALLERGY to Bee Sting    
             ASTHMA   DIABETES   SEIZURE DISORDER   ALLERGY to Bee Sting    
ALLERGY to Food ____________ Other ______________Medication required? 
             ALLERGY to Food ____________ Other ______________Medication required? 
   CHECK HERE IF CHILD’S HEALTH CONDITION IS LIFE THREATENING   
                 CHECK HERE IF CHILD’S HEALTH CONDITION IS LIFE THREATENING   

CHECK HERE IF STUDENT MUST HAVE ACCESS TO EMERGENCY MEDS 
                CHECK HERE IF STUDENT MUST HAVE ACCESS TO EMERGENCY MEDS 


              (Current Medication Form signed by a Physician is required)



           (Current Medication Form signed by a Physician is required)
                         STUDENT WILL CARRY:    INHALER   DIABETIC SUPPLIES   Other:________________

STUDENT WILL CARRY:    INHALER   DIABETIC SUPPLIES   Other:________________
                         PARENT WILL PROVIDE COACH:  INHALER   DIABETIC SUPPLIES   Other:_________

PARENT WILL PROVIDE COACH:  INHALER   DIABETIC SUPPLIES   Other:_________

IF YOUR CHILD’S HEALTH CONDITION IS LIFE THREATENING, THE SCHOOL HEALTH 


CARE PLAN AND MEDICATION PERMISSION FORM(S) MUST BE ON FILE WITH THE SCHOOL

NURSE AND ATTACHED TO THIS CLEARANCE CARD  - SEE BACK (RCW 28A.210.210.320)
Parent/Guardian Signature _______________________________  Date ___________

Parent/Guardian Signature _______________________________  Date ___________
Student Athlete Signature  _______________________________  Date ___________

Student Athlete Signature  _______________________________  Date ___________
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ (Do not write below this line!) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ (Do not write below this line!) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
This student has been cleared to participate for the             2014-15             school year:

This student has been cleared to participate for the             2014-15             school year:
ASB _____   Athletic Fee _____  SCAT2: _______  GPA  _______  Probation* ______  

ASB _____   Athletic Fee _____  SCAT2: _______  GPA  _______  Probation* ______  
Fall
         Winter
     Spring
Summer           Physical Expiration Date:                 Fall
         Winter
     Spring
Summer           Physical Expiration Date:
____   XC        ____   BB        ____   BA
 ____  BB         ______________________

____   XC        ____   BB        ____   BA
 ____  BB         ______________________


____   FB         ____   GB
      ____   FP
 ____  GB             ​​​​​​​​​​


               ____   FB         ____   GB
      ____   FP
 ____  GB             

____   GO        ____   BO        ____   BSO
 ____  FB         *        

                             ____   GO        ____   BO        ____   BSO
 ____  FB         *    
____   GSO      ____   CH
      ____   GTN     ____  VB     



 
____   GSO      ____   CH
      ____   GTN     ____  VB     

____   GSW     ____   DN
      ____   BTR      ____ WR  




____   GSW     ____   DN
      ____   BTR      ____ WR     

____   BTN      ____   GM
      ____   GTR        





____   BTN      ____   GM
      ____   GTR        

____   VB        ____   BSW     ____   GWP


   



____   VB        ____   BSW     ____   GWP





____   BWP     ____   WR



            ​​​​​​​        Dell Dittus, A.D.    
____   BWP     ____   WR




 ​​​​​​​      Dell Dittus, A.D._                          
IF YOUR CHILD’S HEALTH  CONDITION  IS  LIFE  THREATENING,  THE  SCHOOL  HEALTH 


CARE  PLAN  AND  MEDICATION  PERMISSION   FORM(S)  MUST  BE   ON  FILE   WITH  THE 


SCHOOL NURSE AND RECORDED ON THIS CLEARANCE CARD BACK (RCW 28 A 210.210.320)





IF YOUR CHILD’S HEALTH CONDITION IS LIFE THREATENING, THE SCHOOL HEALTH  CARE PLAN AND MEDICATION PERMISSION FORM(S) MUST BE ON FILE WITH THE SCHOOL NURSE AND RECORDED ON THIS CLEARANCE CARD BACK (RCW 28 A 210.210.320) 








