
FORSYTH CENTRAL 
PHYSICAL FORM 

 

FORSYTH COUNTY SCHOOL SYSTEM ATHLETIC PARTICIPATION FORM 

FORSYTH COUNTY ATHLETICS    PERMISSION FORM 
Student – Athlete: (Please Print)  Name of Parent/Guardian: (Please Print) 
 
 
Street Address:     School:      Grade: CIRCLE ONE 
            7   8   9   10   11   12 
 
City:  State:  Zip:  Date of Birth:        Phone: Home – 
               Phone:  Work – 
 
 In the event of emergency, please give the best person and method to contact in the box provided. 
 

Name:    Relationship:   Phone #:   Alt #: 
 

Request for Permission: We, the undersigned student and the student’s parent/guardian, apply for permission to 
participate in interscholastic athletics in the following sport(s): 
 
[  ] Baseball / Softball [  ] Cross Country [  ] Lacrosse  [  ] Tennis  [  ] Gymnastics 
 

[  ] Basketball  [  ] Football  [  ] Soccer  [  ] Track & Field [  ] Other: ___________ 
 

[  ] Cheerleading [  ] Golf   [  ] Swimming  [  ] Wrestling 
 
General Requirements- We have read and discussed the general requirements for athletic eligibility. We understand  
that additional questions or specific circumstances should be directed to our student’s coach, athletic director or principal. 
We understand that the FC Athletic Guidelines are available through the county website for review. 
 
Risk of Injury- We acknowledge and understand that there is a risk of injury involved in athletic participation. We 
understand that the student-athlete will be under the supervision and direction of a FCSS athletic coach. We agree to 
follow the rules of the sport and the instructions of the coach in order to reduce the risk of injury to the student and other 
athletes. However, we acknowledge and understand that neither the coach nor FCSS can eliminate the risk of injury in 
sports. Injuries may and do occur. Sports injuries can be severe and in some cases may result in permanent disability or 
even death. We freely, knowingly, and willfully accept and assume the risk of injury that might occur from participation in 
athletics. 
 
Release- In consideration of FCSS allowing the student-athlete to participate in athletics, we agree to release and hold 
FCSS, its athletic coaches and other employees free, harmless and indemnified from and against any and all claims,  
suits or causes of action arising from or out of any injury that the student-athlete may suffer from participation in athletics. 
 
Insurance- FCSS requires parents to provide information pertaining to medical insurance coverage for all student 
athletes. Parents have the option to purchase school insurance (please see school athletic director) or to maintain 
coverage under parental insurance provider. 
 

Check One: [   ] School Accident Insurance  [   ] Name of Other Insurance Company Policy No. 
 
 
Address:         Group No. 

 
 
CERTIFICATION AND MEDICAL AUTHORIZATION. We certify that all of the information provided by us on this form is 
correct. We agree to abide by state and local rules. If the student-athlete is injured while participating in athletics and 
FCSS is unable to contact the parent, we grant FCSS permission and authority to obtain necessary medical care and/or 
treatment for the student’s injury. Treatment may include, but is not limited to first aid, CPR, medical or surgical treatment 
recommended by a physician. We accept the financial responsibility for such medical care or treatment. 
 

We, the undersigned student and parent, have read this document and understand all of the expectations for 
athletic participation at my school. 
 
Student:         Date: 
 

Parent/Guardian Signature:       Date: 

EXPIRES:________________ 
                  OFFICE USE ONLY 



“BLANKET” PERMISSION TO PARTICIPATE 

IN A SERIES OF SCHOOL SPONSORED FIELD TRIPS 
 

Sport: _____________________________  School Year: __________________  School: ____________________________________ 

 
I hereby request that _______________________________________ (Student’s Name-PLEASE PRINT): be allowed to 

participate in athletic team, band, orchestra, chorus, and/or any series of field trips related to one particular area of study or activity. I 

understand that transportation may or may not be provided by the Forsyth County School District (District). In the event transportation 

is not provided by the District, transportation will be the parent’s responsibility. 

 

All team members will ride to an event in school provided transportation with the team. Any athlete who arranges 

independent transportation to an event, without permission from the coach and the Athletic Director in advance, will be 

ineligible to compete in that event. All team members will return to their High School in the Forsyth County provided 

transportation unless a Travel Release form is completed by a parent/guardian (see the head coach). Athletes will only be 

released to their own parent/guardian from a contest. A parent/guardian must sign out the athlete from the coach at the 

contest site. If a student and his/her parent makes arrangements for private transportation, they shall not hold the local 

school, officers, employees or agents responsible for any injury or loss. 

 

Detailed trip information, including destination, date, time of departure, time of return, purpose, and supervision, will be 

given to the parents/guardians prior to each trip in the series. (Exceptions must be approved by the School Director of Athletics and 

Principal). 

If any emergency medical procedures or treatment are required by the student during the trip, I consent to the trip 

supervisor(s) taking, arranging for, and consenting to the procedures or treatment in his/her or their discretion. 

In consideration of FCSS allowing the student-athlete to participate in athletics, we agree to release and hold FCSS, its 

athletics coaches and other employees free, harmless, and indemnified from and against any and all claims, suits or causes of action 

arising from or out of any injury that the student-athlete may suffer from participation in athletics. 

 
NOTE: This form must be signed by student if the student is 18 years of age or older. 

 

_______________________________  _______________________________  ______________ 

Name of Student (PLEASE PRINT)          Signature of Student (if 18)                       Date 

 

 

_______________________________  _______________________________  ______________ 

Name of Parent/Guardian (PLEASE PRINT)       Signature of Parent/Guardian             Date 

 

 

 

 

TRANSPORTATION WAIVER 
THIS SECTION MUST BE COMPLETED BY THE PARENT 

 

_________________________________________________________________________ 

NAME OF STUDENT LISTED ABOVE 
 

All team members will ride to an event in school provided transportation with the team. Any athlete who arranges 

independent transportation to an event, without permission from the coach and the Athletic Director in advance, will be 

ineligible to compete in that event. All team members will return to their High School in the Forsyth County provided 

transportation unless a travel release form is completed by a parent/guardian. Athletes will only be released to their own 

parent/guardian from a contest. A parent/guardian must sign out the athlete from the coach at the contest site. If a 

student and his/her parent makes arrangements for private transportation, they shall not hold the local school, officers, 

employees or agents responsible for any injury or loss. 

 

TRAVEL RELEASE FORM – I give my son/daughter permission to ride with an adult chaperone to/from an activity of 

Forsyth Central High School during the school year. I further understand that I am releasing the school & its staff from 

my responsibility for any accident that might occur. I also give permission for medical treatment should it be needed. 

 

 

________________________________________________________    ______________ 

PARENT / GUARDIAN SIGNATURE       DATE 



Georgia High School Association 
Student/Parent Concussion Awareness Form 

SCHOOL: _______________________________________________________________________ 

DANGERS OF CONCUSSION  
Concussions at all levels of sports have received a great deal of attention and a state law has been passed to address this issue. Adolescent 
athletes are particularly vulnerable to the effects of concussion. Once considered little more than a minor “ding” to the head, it is now 
understood that a concussion has the potential to result in death, or changes in brain function (either short-term or long-term). A 
concussion is a brain injury that results in a temporary disruption of normal brain function. A concussion occurs when the brain is violently 
rocked back and forth or twisted inside the skull as a result of a blow to the head or body. Continued participation in any sport following a 
concussion can lead to worsening concussion symptoms, as well as increased risk for further injury to the brain, and even death.  

Player and parental education in this area is crucial – that is the reason for this document. Refer to it regularly. This form must be 
signed by a parent or guardian of each student who wishes to participate in GHSA athletics. One copy needs to be returned to the 
school, and one retained at home.  

COMMON SIGNS AND SYMPTOMS OF CONCUSSION 
• Headache, dizziness, poor balance, moves clumsily, reduced energy level/tiredness
• Nausea or vomiting
• Blurred vision, sensitivity to light and sounds
• Fogginess of memory, difficulty concentrating, slowed thought processes, confused about surroundings or game

assignments
• Unexplained changes in behavior and personality
• Loss of consciousness (NOTE: This does not occur in all concussion episodes.)

BY-LAW 2.68: GHSA CONCUSSION POLICY: In accordance with Georgia law and national playing rules published by the National Federation 
of State High School Associations, any athlete who exhibits signs, symptoms, or behaviors consistent with a concussion shall be immediately 
removed from the practice or contest and shall not return to play until an appropriate health care professional has determined that no 
concussion has occurred. (NOTE: An appropriate health care professional may include licensed physician (MD/DO) or another licensed 
individual under the supervision of a licensed physician, such as a nurse practitioner, physician assistant, or certified athletic trainer who 
has received training in concussion evaluation and management.  

a) No athlete is allowed to return to a game or a practice on the same day that a concussion (a) has been diagnosed, OR (b) cannot
be ruled out.
b) Any athlete diagnosed with a concussion shall be cleared medically by an appropriate health care professional prior to resuming
participation in any future practice or contest. The formulation of a gradual return to play protocol shall be a part of the medical
clearance.

By signing this concussion form, I give Forsyth Central High School permission to transfer this concussion form to the 
other sports that my child may play. I am aware of the dangers of concussion and this signed concussion form will 
represent myself and my child during the 2016-2017 school year. This form will be stored with the athletic physical 
form and other accompanying forms required by the Forsyth County School System.  

I HAVE READ THIS FORM AND I UNDERSTAND THE FACTS PRESENTED IN IT. 

_________________________________ _________________________________ __________ 
Student Name (Printed)  Student Name (Signed)   Date 
_________________________________ _________________________________ __________ 
Parent Name (Printed)   Parent Name (Signed)   Date 

(Revised: 7/15) 





  ■  Preparticipation Physical Evaluation  

THE ATHLETE WITH SPECIAL NEEDS: 

SUPPLEMENTAL HISTORY FORM

Date of Exam  ___________________________________________________________________________________________________________________

Name  __________________________________________________________________________________  Date of birth  __________________________

Sex  _______  Age  __________  Grade  _____________  School  _____________________________ Sport(s)  __________________________________

1. Type of disability

2. Date of disability

3. Classification (if available)

4. Cause of disability (birth, disease, accident/trauma, other)

5. List the sports you are interested in playing

Yes No

6. Do you regularly use a brace, assistive device, or prosthetic?

7. Do you use any special brace or assistive device for sports? 

8. Do you have any rashes, pressure sores, or any other skin problems? 

9. Do you have a hearing loss? Do you use a hearing aid? 

10. Do you have a visual impairment? 

11. Do you use any special devices for bowel or bladder function? 

12. Do you have burning or discomfort when urinating? 

13. Have you had autonomic dysreflexia? 

14. Have you ever been diagnosed with a heat-related (hyperthermia) or cold-related (hypothermia) illness? 

15. Do you have muscle spasticity? 

16. Do you have frequent seizures that cannot be controlled by medication? 

Explain “yes” answers here

Please indicate if you have ever had any of the following.

Yes No

Atlantoaxial instability

X-ray evaluation for atlantoaxial instability

Dislocated joints (more than one)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosis

Difficulty controlling bowel

Difficulty controlling bladder

Numbness or tingling in arms or hands

Numbness or tingling in legs or feet

Weakness in arms or hands

Weakness in legs or feet

Recent change in coordination

Recent change in ability to walk

Spina bifida

Latex allergy

Explain “yes” answers here

I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signature of athlete   __________________________________________  Signature of parent/guardian __________________________________________________________   Date _____________________

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic 

Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.



  ■  Preparticipation Physical Evaluation  

PHYSICAL EXAMINATION FORM

Name  __________________________________________________________________________________  Date of birth  __________________________

PHYSICIAN REMINDERS
1. Consider additional questions on more sensitive issues

• Do you feel stressed out or under a lot of pressure?

• Do you ever feel sad, hopeless, depressed, or anxious?

• Do you feel safe at your home or residence?

• Have you ever tried cigarettes, chewing tobacco, snuff, or dip?

• During the past 30 days, did you use chewing tobacco, snuff, or dip?

• Do you drink alcohol or use any other drugs?

• Have you ever taken anabolic steroids or used any other performance supplement?

• Have you ever taken any supplements to help you gain or lose weight or improve your performance?

• Do you wear a seat belt, use a helmet, and use condoms?

2. Consider reviewing questions on cardiovascular symptoms (questions 5–14).

EXAMINATION

Height                                                          Weight                                                           Male       Female

BP                  /                         (            /            )           Pulse                                             Vision R 20/                                  L 20/                                   Corrected   Y   N

MEDICAL NORMAL ABNORMAL FINDINGS

Appearance

• Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,  

arm span > height, hyperlaxity, myopia, MVP, aortic insufficiency)

Eyes/ears/nose/throat

• Pupils equal

• Hearing

Lymph nodes

Heart a

• Murmurs (auscultation standing, supine, +/- Valsalva)

• Location of point of maximal impulse (PMI)

Pulses

• Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary (males only)b

Skin

• HSV, lesions suggestive of MRSA, tinea corporis

Neurologic c

MUSCULOSKELETAL

Neck

Back

Shoulder/arm

Elbow/forearm

Wrist/hand/fingers

Hip/thigh

Knee

Leg/ankle

Foot/toes

Functional

• Duck-walk, single leg hop

aConsider ECG, echocardiogram, and referral to cardiology for abnormal cardiac history or exam.
bConsider GU exam if in private setting. Having third party present is recommended. 
cConsider cognitive evaluation or baseline neuropsychiatric testing if a history of significant concussion.

!"Cleared for all sports without restriction

!"Cleared for all sports without restriction with recommendations for further evaluation or treatment for   _________________________________________________________________

  ____________________________________________________________________________________________________________________________________________

!"Not cleared 

 !"Pending further evaluation

 !"For any sports 

 !"For certain sports  _____________________________________________________________________________________________________________________

 Reason  ___________________________________________________________________________________________________________________________

Recommendations  _________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

I have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent clinical contraindications to practice and 

participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office and can be made available to the school at the request of the parents. If condi-

tions arise after the athlete has been cleared for participation, the physician may rescind the clearance until the problem is resolved and the potential consequences are completely 

explained to the athlete (and parents/guardians).

Name of physician (print/type) _____________________________________________________________________________________________________ Date ________________ 

Address ___________________________________________________________________________________________________________ Phone _________________________ 

Signature of physician _______________________________________________________________________________________________________________________, MD or DO

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic 

Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.
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  ■  Preparticipation Physical Evaluation  

CLEARANCE FORM

Name ___     ____________________________________________________   Sex  !M  !F     Age _________________   Date of birth _________________

 !Cleared for all sports without restriction

 !Cleared for all sports without restriction with recommendations for further evaluation or treatment for   _______________________________________________

 ___________________________________________________________________________________________________________________________

 !Not cleared 

  !Pending further evaluation

  !For any sports 

  !For certain sports _____________________________________________________________________________________________________

 Reason  ___________________________________________________________________________________________________________

Recommendations _______________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

I have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent 

clinical contraindications to practice and participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office 

and can be made available to the school at the request of the parents. If conditions arise after the athlete has been cleared for participation, 

the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athlete 

(and parents/guardians).

Name of physician (print/type) ___________________________________________________________________________________ Date ________________ 

Address _________________________________________________________________________________________ Phone _________________________ 

Signature of physician _____________________________________________________________________________________________________, MD or DO

EMERGENCY INFORMATION

Allergies   ______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

Other information  _______________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic 

Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.


