For Office Use
St. Katharine Drexel 
  



Student Name __________________________



20____ - 20_____




Date Rec’d_____________________________


-------------------------------------------------------------------------------------------------------------------

PHYSICIAN RELEASE

 

_____________________________ has been examined by me on _____________ and my examination has 
                      (Student Name)






             (Date)
found no medical reason to preclude his/her participation in competitive sports.
                                                                       ____________________________
______________

PHYSICIAN SIGNATURE

DATE
--------------------------------------------------------------------------------------------------------------------------------------------------- 

PARENT RELEASE

 

In consideration of __________________________, being allowed to participate in competitive sports, and 



          (child’s name)

intending to be legally bound, I do hereby release and forever discharge the Roman Catholic Diocese of 
Pittsburgh, the Bishop of the Diocese, Catholic Institute, and St. Katharine Drexel School of the city of Bethel 
Park, PA, and/or the school Athletic Association, their agents and their successors, from any/all action or suits 
in law or equity which I/we might hereafter have, by reason of injuries sustained by my child participating in
sports or in transit to or from participation in sports. 
____________________________     ___________

PARENT/GUARDIAN SIGNATURE     DATE

____________________________     ___________

PARENT/GUARDIAN SIGNATURE     DATE

---------------------------------------------------------------------------------------------------------------------------------------------------
                                                                                 

CONTACT & MEDICAL INFORMATION

Mother’s Name________________________________  Phone Numbers  Home____________________








                 Work ____________________









                 Cell   ____________________

Father’s Name________________________________  Phone Numbers   Home____________________








                 Work ____________________









                 Cell   ____________________

Alternative Contact_____________________________  Phone Numbers  Home____________________








                 Work ____________________









                 Cell   ____________________

Physician Name_______________________________  Phone Number_______________________

Medical Information (diabetes, epilepsy, asthma, etc)_____________________________________________________
Allergies (bee/wasp stings, food, medications)___________________________________________________________
Medications currently taking_________________________________________________________________

Additional information______________________________________________________________________

MEDICAL COVERAGE INFORMATION
Proof of medical coverage is required for a student to participate in sports.  If no coverage exists, the student CAN NOT participate in athletics.

A parent permitting a student to participate in school athletics after coverage has terminated or without coverage will assume full responsibility for any medical claim resulting from an injury while participating in the sport.

It must be understood that coverage for injury resulting from athletic participation is specifically excluded from the Diocesan Insurance Program.  It is for this reason that the preceding paragraphs must be strictly adhered to.

However, the Diocese will provide payment up to $1,000.00 toward the balance of athletic injury medical costs in excess of an individual’s own coverage (Hospitalization, DPA, Blue Cross, Blue Shield, Major Medical, etc.).  This payment is subject to strict limitations and no claim will be considered without full information required.  As in the past, expenses beyond one year of accident date are not eligible expenses.

Student Name__________________________________

Policy Holder Name______________________Insurance Co./Phone #______________________________ 

Policy #_______________________ Group #_____________________ ID #_________________________
Employer of Policy Holder/Address___________________________________________________________

_______________________________________________________________________________________

IF APPLICABLE:

Secondary Policy Holder Name______________________ Insurance Co./Phone ______________________

Policy #_______________________ Group #_____________________ ID #__________________________

Employer of Policy Holder/Address___________________________________________________________

_______________________________________________________________________________________

I/We. the undersigned, do attest to the accuracy of the information provided on this form.  Furthermore, should there be a change, the school principal and coach will be notified immediately of the change.

____________________________     ___________

PARENT/GUARDIAN SIGNATURE     DATE

________________________________     

PARENT/GUARDIAN NAME PRINTED 

