
 
2017-2018 Medical Information Form  

Return to:  Athletics Office, Barat Academy, 17815 Wild Horse Creek Road, Chesterfield, MO 63005 

 

I.  EMERGENCY INFORMATION :  This form is for ALL school activities; please complete all fields before submitting.   

 

Name: _____________________________________________________   Home Phone:  __________________________ 

 

Primary Address: __________________________________ City ____________________________ ZIP _____________ 

 

Sex: ______ Age: _______ Date of Birth: _____/_____/_____ Grade ('17-ó18) ___________ New Student? ___YES* ___NO 

 

*New students must submit a complete immunization record with this form.  

 

Mother: ________________________ Daytime Phone: _________________________ Cell Phone: ______________________ 

 

Father: _________________________ Daytime Phone: _________________________ Cell Phone: ______________________ 

 

Emergency Contact: _________________________ Relationship: ____________________ Phone: _______________________ 

 

Current Physician: ___________________________________________________________ Phone: ______________________ 

 

Other Medical Specialist: _____________________________________________________ Phone: _______________________ 

 

Medical Conditions/Allergies: _______________________________________________________________________________ 

 

II . AUTHORIZATIONS : 

 

A.  Medical Consent:  In the event my child needs emergency medical treatment and none of the individuals named above can be 

reached, I give my consent to Barat Academy to obtain - through a licensed medical professional and hospital of choice - such medical 

care as is reasonably necessary for the welfare of my child.  I also agree to assume the cost for transport and medical treatment in such 

an emergency situation. 

DO YOU HAVE A PREFERRED TREATMENT FACI LITY? (Specify) __________________________________________ 

 

Signature of Parent/Guardian:  X _____________________________________________ Date: ________________________ 

 

B.  Health/Accident Insurance - The MSHAA bylaws provide that a student shall not be permitted to practice or compete for a 

school until it has verification that he/she has basic athletic insurance coverage.  My child is covered by basic accident insurance and 

the information is provided below. 

 

Company: _______________________________________________________________________________________________ 

 

Subscriber: ___________________________________________ Policy/Group Number: _______________________________ 

 

C.  Parent Permission:  I hereby consent for the above student to represent the school in interscholastic athletics.  I also give consent 

for my child to accompany the team on trips and will not hold the school responsible in case of accident or injury whether it is in route 

to or from another school during practice or an interscholastic contest. 

 

Signature of Parent/Guardian:  X _____________________________________________ Date: ________________________ 

 

E.  Parent Permission:  I understand that students are transported to athletic events, field trip sites and special events by parent/adult 

car pool, and that the school makes every effort to safeguard the well-being of every student while on campus and on field trips.  I 

hereby waive any claim against and release Barat Academy and its staff from any injury sustained by my child in connection with a 

trip or event.  My child has my permission to participate in all school sponsored field trips and service learning for the school year. 

 

Signature of Parent/Guardian:  X _____________________________________________ Date: ________________________ 
 

 



 



 


