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STUDENT ATHLETIC PARTICIPATION PERMISSION FORM 
6th-12th Grade Students 

 

School Year _______ 
 
STUDENT NAME _______________________________________________ BIRTHDATE _________________ 
 
STREET ADDRESS  _________________________________________________________________________ 
 
CITY ___________________________________________ STATE _______________  ZIP_________________ 
 
HOME PHONE ___________________ CELL PHONE _________________ EMAIL _______________________ 
 
 

I hereby consent to have my son/daughter participate in interscholastic sports at Atlantic 
Christian School supervised by the teaching or coaching staff on or away from school grounds. 

I hereby authorize the staff member in charge to call an emergency ambulance in case of 
accident or acute illness, and to arrange for necessary emergency medical and surgical care, in case I 
am not immediately available. Any qualified physician called by the staff member may treat and do 
whatever is necessary for the health and well being of my son or daughter. 

It is understood that a conscientious effort must be made to notify me (parents) before such 
action will be taken. I also agree to accept responsibility for the cost of the above medical services. 

 
FAMILY DOCTOR’S NAME __________________________________________  PHONE __________________ 
 
PHYSICIAN ADDRESS _______________________________________________________________________ 
 
 
MOTHER’S NAME ___________________________________   DAYTIME PHONE _______________________ 
  
CELL PHONE ______________________________________ 
 
FATHER’S NAME ___________________________________    DAYTIME PHONE _______________________ 
 
CELL PHONE ______________________________________ 
 
PLEASE LIST TWO PEOPLE WE MAY CONTACT IF WE ARE UNABLE TO REACH YOU THE PARENT 
 
EMERGENCY CONTACT PERSON _______________________________________  PHONE ______________ 
 
EMERGENCY CONTACT PERSON _______________________________________  PHONE ______________ 
 
 
MOTHER’S SIGNATURE ______________________________________________  DATE _________________ 
 
FATHER’S SIGNATURE _______________________________________________  DATE _________________ 
 
INSURANCE COMPANY ___________________________________   POLICY# _________________________ 
 
ALLERGIES: _______________________________________________________________________________  
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ATHLETICS TRANSPORTATION RELEASE FORM 
6th-12th Grade Students 

 
School Year_______ 

 
 
 

I, __________________________ give my child, _______________________, permission to 

travel with the team(s) checked below. I release the driver of the vehicle from any unforeseen 

accidents that may occur. I realize that the driver of the vehicle may or may not be an 

employee of Atlantic Christian School. I recognize that anyone driving my child is performing a 

service for my child and the school by providing transportation for practices and games. 

 
 
________________________________________  ______________________ 
Parent’s Signature                Date 
 
 
Please check ALL appropriate sports for the_____________ (current school year) athletic 
season: 
 
___ Boys’/Girls’ Soccer    ___ Softball  
 
___ Cheerleading     ___ Baseball 
 
___ Boys’/Girls’ Basketball    ___ Manager 
 
___ Golf      ___ Track & Field 
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SPORTS CONCUSSION MANAGEMENT PLAN 
6th-12th Grade Students 

 
School Year_______ 

 
APPENDIX A: Statement Acknowledging Receipt of Education and Responsibility to report signs or symptoms of 
concussion to be included as part of the “Participant and Parental Disclosure and Consent Document.” 
 
 
 

 
I, _____________________________________, of Atlantic Christian School 
                   Student/Athlete Name  

 

hereby acknowledge having received education about the signs, symptoms, and risks of 
sport related concussion. I also acknowledge my responsibility to report to my coaches, 
parent(s)/guardian(s) any signs or symptoms of a concussion. 
 
 
____________________________________________                   _________ 
Signature and printed name of student/athlete     Date 

 

 
 
I, the parent/guardian of the student athlete named above, hereby acknowledge having 
received education about the signs, symptoms, and risks of sport related concussion. 
 
 
____________________________________________                   _________ 
Signature and printed name of parent/guardian     Date 
  



 

  



 

  



 

  



 

  



 


