
 

 

WETASKIWIN AND DISTRICT AMATEUR FOOTBALL ASSOCIATION (WDAFA) 

MEDICAL HISTORY AND CONSENT FORM 
This form is the use of the trainer, coaches, and medical personal of the Wolverine/Wildcats/Warriors during the season.   

All information provided will be kept in strict confidence. 

 
PLAYERS NAME: (last) ______________________________________________________________  (first)________________________________                   

 

DATE OF BIRTH: ____/ ____/ _______(DD/MM/YYYY)       Please Circle One    WOLVERINE   WILDCAT   WARRIOR  Year _____ 

 

ADDRESS:__________________________________________________________________________________________    ___________________                                                                                                                                                                                                      

.                           (street, box #)                                              (city)                                         (postal code)  

MOTHER’S NAME: ___________________________________HOME PHONE: _________________CELL PHONE:_______________________ 

 

FATHER’S NAME: ____________________________________ HOME PHONE: ________________CELL PHONE:________________________ 

 

EMERGENCY CONTACT NAME: _____________________________________________  PHONE # ____________________________________  
 

HEIGHT:________________WEIGHT:_________________ ALBERTA HEALTH CARE NUMBER:_____________________________________ 

 

 

FAMILY DOCTOR’S NAME:__________________________________________________________________________________________________ 

 

FAMILY DOCTOR’S ADDRESS AND PHONE NUMBER: 

_________________________________________________________________________ 

 

Date of last physical exam : (month and year) _____________________________________________________________________________________ 

 

DENTIST NAME: ____________________________________________________________________________________________________________ 

 

DENTIST ADDRESS AND PHONE NUMBER: ___________________________________________________________________________________ 
 

All children under the age of 10yrs must be accompanied by an adult. 

 

 
Parental / Guardian Certification and Consent 

*I hereby certify that the above information is correct and that my child/ward is physically fit, and has my permission to 

participate in WDAFA 
*My child and I are aware that participation in football is potentially hazardous.  I assume all risks associated with 

participation, including but not limited to falls, contact with other participants, the effects of weather, traffic, and other 
reasonable risk conditions associated with football and its related events. 

*I understand that all information received by WDAFA is kept confidential and is used for the sole purpose of safely 
training and treatment and for my child. 

Consent to Treat 
*I authorize the organization (WDAFA) to provide emergency care in the event of illness or injury to my child, if qualified 

personnel consider treatment necessary.  This authorization is granted if I cannot be reached and a reasonable attempt 
has been made to do so. 

* I hereby give my consent to the above participant to be treated by a physician or surgeon in case of sudden illness or 

injury while participating in the above event. 

*It is understood that WDAFA provides no medical insurance for such treatment, and that the cost thereof will be at my 
expense. If a personal physician is listed above, every effort will be made to contact such physician. However, the location 

of the activity or the nature of the illness or injury may require the use of emergency medical personnel. 
I do / do not, give my consent to treat with medical or surgical services. 

 
Liability Release 

*I hereby waive, release and discharge any and all claims for damages for death, personal injury or property which I may 
have, or which may hereafter accrue to me, as a result of participation in said event. This release is intended to discharge 

in advance the WDAFA, its board members, volunteers or agents from liability.  It is understood that some recreational 
activities involve an element of risk or danger of accidents, and knowing those risks, I hereby assume those risks.                                            

 

Read before Signing 
I have read and understood the foregoing registration form, liability release form, parental consent and 
consent to treat, and agree to all their terms and conditions. 
 

_________  _____________________________  _____________________________________ 
(date)                               (signature)                                              (print name)  
 

I give my consent for my son/daughter __________________________________  to participate in the above 
WDAFA activity, and I execute the above liability release on his/her behalf. 

 
This consent shall remain in force for as long as the Player is a member of Wetaskiwin and District amateur Football Associat ion (WDAFA) . 

 



 

 

MEDICAL HISTORY AND CONSENT FORM (cont) 

Please circle the appropriate response below pertaining to this player: 

 
Yes No Previous history of concussions. 

  If yes, how many have you had and when was your last concussion _________________________________________________________________ 

 

Yes No Head Injury 

 

Yes No Seizure 

 

Yes No Previous neck injury 

 

Yes No Allergies (bees, medicine, etc) if yes, please indicate:______________________________________________________________________________ 

 

Yes No Vitamins or Supplements, if yes please indicate:_________________________________________________________________________________ 

 

Yes No Medication, if yes, please indicate names: ______________________________________________________________________________________ 

 

Yes No Presently injured, if yes please state: __________________________________________________________________________________________ 

 

Yes No Injuries requiring medical attention in the last year.  If yes, please list: _____________________________________________________________ 

 

Yes No Surgery or hospitalized in the last year.  If yes, please state:_______________________________________________________________________ 

 

Yes No Illness lasting more than one (1) week in the past year.   

If yes, please state what type: ________________________________________________________________________________________________ 

 

Yes No Wears medic alert jewelry 

 

Yes No Wears glasses.  If yes, are the shatterproof? ___________________________________________________________________________________ 

 

Yes No Wears contact lenses 

 

Yes No Wears dental appliances 

 

Yes No Special Equipment (eye guard, etc.).  If yes, please state:_________________________________________________________________________ 

 

Yes No Hearing problems 

 

Yes No High blood pressure 

 

Yes No Heart mummer 

 

Yes No Asthma, if yes, please bring inhalers to all practices and games 

 

Yes No Racing heart beat or feels like skipping 

 

Yes No Trouble breathing / coughing during or after exercise 

 

Yes No Dizziness during or after exercise 

 

Yes No Chest Pain during or after exercise 

 

Yes No Heart condition 

 

Yes No Heat or muscle cramps 

 

Yes No Dizziness or passing out in the heat 

 

Yes No Anemia, leukemia or bleeding disorder 

 

Yes No Skin Problems (itching, rash, etc) 

 

Yes No Diabetes, hepatitis or jaundice 

 

Yes No Kidney or bladder problems 

 

Yes No Fainting episodes during or after exercise 

 

Yes No Epileptic 

 

Yes No Eye or vision problems  

 

Yes No Any injuries that have not yet healed 

 

Yes No Any other health problems that may interfere with participation, Please state: _______________________________________________________ 

 

I hereby certify that the above information to be correct 

Player signature: ____________________________________________Parent/ Guardian signature: ____________________________________________ 


