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*BRING TO FIRST PRACTICE*
MIAMI UNIVERSITY YOUTH SOCCER ASSOCIATION

THE “M” LEAGUE

Please fill out this form COMPLETELY.  It is important for the provision of proper medical care.  The section marked
“Physician’s Comments” need only be completed if the participant has a major health problem.  When older participants
are seen for minor illnesses or injuries, they are encouraged to inform their parents themselves.  However, with younger
participants in almost every instance or with older participants with more serious problems, the physician will try to
contact the parents to inform them of the problem and discuss the treatment.  Occasionally, we are unable to reach parents
immediately to inform them of a serious problem.  The parent’s signature on the medical treatment authorization allows us
to go ahead with treatment in these circumstances.  The local hospital, or a member of the program’s staff will continue to
call until contact is made with the parent or guardian.

MEDICAL HISTORY
PERSONAL INFORMATION (Please Print) Social Security #                                                                             

Name:                                                                                                                                            Sex: Male Female
Last First Middle

Home Address:                                                                                                                                                                                                        
No. Street City State           Zip Code

Phone:    (              )                                            Date of Birth:                       /              /               Age:                      

In case of emergency, notify:                                                                                                                                                                                  
Name of parent or next of kin relationship

Parents E-mail Address _______________________________________________

Address:                                                                                                                                                                                                                   
No. Street City State           Zip Code

Home Phone:        (              )                                            Business Phone:   (              )                                                           

Business Address of Parent or Next of Kin:                                                                                                                                                          

                                                                                                                                                                                                                                 

If unable to contact either of above, name & phone of another responsible person:                                                                                           

Family Physician:                                                             Address:                                                                                                          

Phone:    (              )                                                                                         
FAMILY HISTORY

Do you have a family history of:  (Please Circle)

Diabetes Tuberculosis    Cancer Heart Disease       Kidney Disease Migraine

PERSONAL HISTORY
Immunization Record - Include Dates

DPT                                                     Most Recent Tetanus Booster                           

MMR                                                  Polio                                                                   

TB Skin Test (Optional)                    Have you had the chicken pox?                        

Allergies - particularly to medications - please list:



Have you ever had any of the following?   (Please check)

               Asthma                Epilepsy                 Diabetes

               Bleeding Disorder                 Heart Condition                Kidney Disease

Please list any of the following you have had & note the dates:

Head Injuries                                                                                                                                                                                                           

Fractures (Please be specific)                                                                                                                                                                                 

Surgery                                                                                                                                                                                                                    

Hospitalization                                                                                                                                                                                                        

Please list any medications you are taking and include dose & frequency:

                                                                                                                                                                                                                                 

PHYSICIAN’S COMMENTS ( only if major problem exists)

Note to Physician:  Please provide us with a brief history of the student’s problem, any pertinent physical findings or laboratory values, and a description of therapy.
Also, please list any ways in which we may help to care for this patient.  Thank you.

INSURANCE INFORMATION (Participant must be covered by a health insurance policy.)
Primary Insurance Secondary Insurance

Company Name:                                                                              Company Name:                                                                              

Company Address:                                                                          Company Address:                                                                          

                                                                                                                                                                                                                  

Ins. Company Phone:                                                                      Ins. Company Phone:                                                                      

Med. Ins. Policy Number:                                                               Med. Ins. Policy Number:                                                               

Name of person insured:                                                                 Name of person insured:                                                                 

MEDICAL TREATMENT AUTHORIZATION & LIABILITY RELEASE

I, the undersigned parent or guardian, do hereby grant my permission for my son/daughter to attend the Miami University Youth
Soccer Association “M” League and fully participate in all activities thereof.  In the event of injury or illness during these activities,
even if I cannot be directly contacted at the time, I hereby authorize Miami University and the local hospital to provide the medical
treatment they deem necessary.  I hereby release Miami University, and the local hospital and their agents, employees, and
representatives from any and all claims and liability arising in any way out of its exercise of this authority.  I understand and agree that
all bills for medical or dental care and treatment will be forwarded to me or my insurance company, and that it will be my
responsibility to see that such bills are paid.  I further acknowledge, understand, and agree that in participating in this activity,
program, or workshop there is a possibility of physical illness or injury and that my son/daughter is assuming the risk of injury by
his/her participation.  I further authorize the program director or his/her counselors to administer non-prescription analgesics for minor
medical problems such as headaches, etc.

                                                                                                                                                                                                                                 
Parent/Guardian Signature Date


