BLUE MOUNTAIN TRI-COUNTY YOUTH FOOTBALL
PO BOX 363
Orwigsburg PA  17961
MEDICAL FORM FOR FOOTBALL PLAYERS
PLEASE PRINT:  TO BE COMPLETED BY PARENT/GAURDIAN
PLAYERS NAME: ____________________________________       DOB: __________________
PLAYERS ADDRESS: _____________________________________________________________
PRIMARY PHONE NUMBER OF PARENT/GAURDIAN: _______________________________
SECONDARY PHONE NUMBER OF PARENT/GAURDIAN: ____________________________
ALLERGIES: _________________________________________________________________
MEDICATION OR ALLERGIES TO ANY MEDICATION: ______________________________________
________________________________________________________________________________
ANY KNOWN PHYSICAL CONDITION WHICH MAY PREVENT YOUTH FROM PARTICIPATING IN YOUTH FOOTBALL?
___________________________________________________________________________

FOR MEDICAL PROVIDER TO COMPLETE:
BLOOD PRESSURE: ______________________		HEIGHT: ___________________
HEART RATE: ________________________		WEIGHT: __________________
HERNIA: ______________		

_____________________APPROVED FOR YOUTH FOOTBALL

Examiner Signature: __________________________Date: ______________________________

Provider Printed Name: _____________________________________________
Provider Office Phone: ___________________________
Provider Address: _________________________________________________________
