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MT. SAN ANTONIO COLLEGE
ATHLETIC TRAINING 

ATHLETE INFORMATION FORM
Instructions:

1.  Please carefully read and answer all requested information
2.  When completed PRINT OUT AND SIGN (Verification Signature)
3.  Return the completed form to your designated Head Athletic Trainer
	GENERAL INFORMATION
	

	Last Name

     
	First Name

     
	Middle Initial

 

	Mt. SAC Student I.D.

A     
	Fall Sport

 FORMDROPDOWN 

	Spring Sport

 FORMDROPDOWN 


	Cell Phone Number

(   )    -    
	E-Mail Address

     
	Athletic Class

 FORMCHECKBOX 
 Freshman    FORMCHECKBOX 
 Sophomore
	Current School Year

20 FORMDROPDOWN 
 - 20 FORMDROPDOWN 


	Gender

 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	Birth Date (mm/dd/yyyy)

   /    /     
	Age

  
	


	HOME ADDRESS 

(where you currently live)
	PERMANENT ADDRESS 

 FORMCHECKBOX 
 Click here if your Permanent Address is the same as your Home Address

	Address

     
	Apt. #

     
	Address

     
	Apt. #

     

	City

     
	State

  
	Zip Code

      -     
	City

     
	State

  
	Zip Code

      -     

	Home Phone Number

(   )    -    
	Home Phone Number

(   )    -    


	PHYSICIAN
	DENTIST

	Physician or Medical Clinic Name

     
	Dentist or Dental Clinic Name

     

	Office Phone Number

(   )    -    
	Extension

     
	Office Phone Number

(   )    -    
	Extension

     


	MEDICAL INSURANCE
	DENTAL INSURANCE

	Company Name

     
	Company Name

     

	Address

     
	Suite #

     
	Address

     
	Suite #

     

	City

     
	State

  
	Zip Code

      -     
	City

     
	State

  
	Zip Code

      -     

	Office Phone Number

(   )    -    
	Extension

     
	Office Phone Number

(   )    -    
	Extension

     

	Policy Holder Name

     
	Policy Holder Name

     

	Employer of Policy Holder

     
	Employer of Policy Holder

     

	Plan

     
	Policy Number

     
	Plan

     
	Policy Number

     

	ID Number or SSN or Policy Holder

     
	Employer Phone Number

(   )    -     ext.      
	ID Number or SSN or Policy Holder

     
	Employer Phone Number

(   )    -     ext.      


	PARENTS (Legal Guardian) INFORMATION
	

	Mothers Name

     
	Fathers Name

     

	Address

     
	Apt. #

     
	Address

     
	Apt. #

     

	City

     
	State

  
	Zip Code

      -     
	City

     
	State

  
	Zip Code

      -     

	Phone Number

(   )    -    
	E-Mail Address

     
	Phone Number

(   )    -    
	E-Mail Address

     

	Mothers Employer

     
	Fathers Employer

     

	Employer Phone Number

(   )    -     ext.      
	Employer Phone Number

(   )    -     ext.      


	EMERGENCY CONTACT  INFORMATION 
	GENERAL MEDICAL INFORMATION (Student/Athlete)

	My emergency contact is my:  FORMCHECKBOX 
 Mother    FORMCHECKBOX 
 Father     FORMCHECKBOX 
 Person listed below  
	Allergic to insect bites?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Explanation

     

	Last Name

     
	First Name

     
	Allergic reaction to medicines?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Explanation

     

	Address

     
	Apt. #

     
	Allergies to anything else?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Explanation

     

	
	
	Epi-pen?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	

	City

     
	State

  
	Zip Code

      -     
	Seizure disorder?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Explanation

     

	Home Phone Number

(   )    -    
	Employer Phone Number

(   )    -     ext.       
	Diabetes?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Insulin?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	E-Mail Address

     
	Asthma?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Inhaler?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Relationship

 FORMDROPDOWN 
  
	Please list any other conditions or problems that you have?

     


Verification Signature

[image: image1]
I have verified that the responses in this information form are correct to the best of my knowledge/belief.  I understand that they will be used to: 





Provide medical information to emergency medical personnel or facilities if I require emergency services 


Determine my fitness ability to participate in the sport(s) I have listed in this Athlete Information Form


Complete and process insurance claim forms





I understand that failure to disclose a preexisting condition/injury/illness may result in:





1. Mt. San Antonio College’s Insurance Policy excluding or limiting benefits for re-injury of the preexisting undisclosed condition.  


2. Termination of my athletic eligibility.





Student/Athlete Signature








�
Date�
�
Parent Signature (if student/athlete is under 18 years of age)








�
Date�
�
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