

Michigan Victory Games


Athlete Pre Participation Health Form (Page 1 of 2)
Date:_______________________________________      Blaze SportsID#:________________________________

Name: _______________________________________________Date of  Birth:____________________________

Address:______________________________________________________     Gender: _____Female _____Male

City:__________________________________________________ State:_____ Zip:_________________________

Home Phone:__________________________________ Work Phone:____________________________________

Team Affiliation:___________________________________________  Or Independent Athlete_________________

Insurance Company_____________________________________ Policy Number:___________________________

Emergency Contact:  __________________________________________Relationship_______________________

Emergency Contact Phone:______________________________________________________________________

Primary Disability:
_____Cerebral Palsy
_____Traumatic Brain Injury
_____Stroke
_____Other:____________

Cause:

_____Congenital (Present at Birth)
_____Acquired If acquired, please complete the following:



Date of Onset:____________________________________

_____Encephalitis/Meningitis/Infection _____Gun Shot _____Drug/Poisoning _____Near Drowning

_____Motor Vehicle Accident _____Other:_____________________________________________

Disability Related Problems: (Check all that apply)

_____Hearing Impairment
_____Learning Disability
_____Perceptual Motor Problems

_____Visual Impairment
_____Speech & Language Involvement

List All Past Surgeries (Procedure & Date):__________________________________________________________

____________________________________________________________________________________________

List Any Significant Injuries With Date of Occurrence:__________________________________________________

Medications You Are Currently Taking (Prescription & Over The Counter):__________________________________

____________________________________________________________________________________________

Medical History:



Date of Last Tetanus Shot:_____________________

High Blood Pressure 
  _____No _____Yes

Heart Disease       _____No _____Yes

Asthma/Lung Disease  _____No _____Yes            
Bladder Problems  ____ No  ____ Yes

Seizures:  ______No_____ Yes    If yes, type: _____________________Date of last seizure:____________

Diabetes _____No _____Yes---If yes, are you insulin dependent?________________________________________

Allergies _____No _____Yes
  If yes, explain allergy:__________________________________________________

Permission is given to NDSA, Blaze Sports, Michigan Disability Sports Alliance, Michigan Victory Games, Strive Recreational Therapy, its representatives, a representative of the local team, or competition organizing committee to seek medical care in case of an emergency for the above named person.

________________________________________________________________________
________________________

Signature of participant or Parent/Guardian if person under 18 years of age


Date

Michigan Victory Games 

Athlete Participation Health Form  (page 2 of 2)
TO BE COMPLETED BY AN APPROPRIATE HEALTH CARE PROVIDER (MD, DO, NP, PA)
ATHLETE NAME:  ____________________________________________________________________________

DIAGNOSIS:  (LIST ALL)  ____________________________________________________________________

______________________________________________________________________________________________ 

______________________________________________________________________________________________
HEIGHT ________________  WEIGHT ________________  BLOOD PRESSURE ____________________

ABNORMAL PHYSICAL FINDINGS:    _______________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________
SIGNIFICANT “ABNORMAL TESTS”  (EKG/ X-RAY):  _____________________________________ 

______________________________________________________________________________________________

______________________________________________________________________________________________

APPROVAL FOR PARTICIPATION IN MVG:   ________________ YES  
      _______________NO

COMMENTS/ RESTRICTIONS:  _____________________________________________________________

______________________________________________________________________________________________

PHYSICIAN’S SIGNATURE ___________________________________________________________________ 

PRINT PHYSICIAN’S NAME ___________________________________ DATE ______________________

PHONE _____________________________________________  FAX ____________________________________

ADDRESS _____________________________________________________________________________________

CITY _______________________________________ STATE ________________ ZIP CODE_______________

