


MEDICAL QUESTIONNAIRE

Name________________________________________Single______Married______

Permanent Address____________________________________________________

                                   (street)

(city)

(state) 

(zip)

Local  Address________________________________________________________

                                   (street)

(city)

(state) 

(zip)

Date of Birth__________Sex: M___F___SS#______________Phone_________

EMERGENCY INFORMATION:  LIST TWO PERSONS TO NOTIFY IN CASE OF EMERGENCY

Name:_______________________________________Relationship:_______________

Address:_______________________________________________________________




(street)

(city)

(state)

(zip)

Home Phone: _______________________  Work Phone: _______________________

Name:_______________________________________Relationship:_______________

Address:_______________________________________________________________




(street)

(city)

(state)

(zip)

Home Phone: _______________________  Work Phone: _______________________

INSURANCE INFORMATION

Name of primary policy holder: ___________________________________________

Insurance Company:  ____________________________________________________

Address:  ______________________________________________________________




(street)

(city)

(state)

(zip)

Phone Number:  _______________________Policy Number: ____________________

Group Number: _______________________ 

Please provide a photo copy, front and back, of your insurance policy card.

ASSUMPTION OF RISK

I understand that by participating in Intercollgiate Athletics at Eastern Oregon University I am taking on a certain risk of injury.  I understand that this includes the risk of spinal cord and head/brain injury that may result in paralysis and the possibility of other permanent injury or death.  I give the athletic training staff and team physicians permission to provide care in the event on injury of illness.  I will report all injuries as well as comply with the treatment plan of the athletic trainers and team physicians.  

Athlete Signature:  ___________________________Date:  ________________ Sport_______________

Parent or Guardian Signature:  _______________________________(if under 18)
