SNOQUALMIE VALLEY SCHOOL DISTRICT #410
INTERSCHOLASTIC SPORTS APPROVAL FORM

TO BE COMPLETED BY STUDENT

STUDENT'S NAME PHONE
Last First Middle
Address of Student's Residence
Street City Zip

Address of Parents

Street City Zip

Birth date Age GRADUATION YEAR

LIST SPORTS:

1. 3.

2. 4,

This application to compete in interscholastic athletics in the Snoqualmie Valley School District
is entirely voluntary on my part and is made with the understanding that | have not violated any
of the eligibility rules and regulations of the State Association.

Signature of Student

TO BE COMPLETED BY PARENT

| hereby give my consent for my son/daughter to engage in interscholastic activities provided by
Snoqualmie Valley School District unless disapproved by the examining physician. | also give my
consent for the student to accompany the team on out-of-town trips.

Signature of Parent/Guardian

INSURANCE OPTIONS

The Snoqualmie Valley School District requires any student participating in school sponsored
activities to have proof of insurance coverage. This district offers a plan of coverage for the

athletes' protection. Enroliment forms are available in the school office and enrollment is
encouraged. It is recommended that those who wish to use their own plans check them thoroughly to
see that athletics and other activities are not excluded. Please check one of the three items below.

1. rIve determined that our family insurance is sufficient and thereby accept full
responsibility for the cost of treatment for any injury which my son/daughter may suffer while taking part in
the school program. Please initial here:

2. Our current policy is:

Insurance Company

Identification #

3. lwill enroll my son/daughter to be insured with the insurance company serving the
Snoqualmie Valley School District #410. Please initial here:
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TO BE COMPLETED BY PHYSICIAN

MOUNT SI HIGH SCHOOL
PHYSICAL EXAMINATION

ATHLETE’S FULL NAME:

GRADE:

Height: Weight: % Body fat (optional): Pulse:
BP: /

Vision: R 20/ L 20/ Corrected? Y N Pupils: Equal __ Unequal

Normal

[ 1 Appearance [ ] Neck

[ 1 Eyes/Ears/Nose/Throat [ ] Back

[ 1] Lymph Nodes [ 1 Shoulder/arm

[ 1 Heart [ 1 Elbow/forearm

[ 1 Pulses [ 1 Wrist/hand

[ ] Lungs [ 1] Hip/Thigh

[ ] Abdomen [ ] Knee

[ 1 Physical Maturity [ ] Leg/ankle

[ 1T Skin [ 1 Foot

[ 1 Neurological

___Cleared _ Not Cleared for: Reason:

___ Cleared after completing evaluation/rehabilitation for:

Recommendations:

Name of Physician: Phone:

Physician Signature: Date:
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