
DENVER EAGLES 
HOMESCHOOL ATHLETICS 

P.O. Box 630604,  Highlands Ranch, CO  80163 
 

Medical History/Release Form 

#689421.1  

Participant Name  DOB  Age  

Parent/Guardian Name  

Address  City/State  Zip  

Persons to contact in case of emergency: 

Name/Relationship to student Home/Work phone Cell phone/pager 

   

   

   

   
 
Check any of the following that the participant currently has or has had in the past: 

 Asthma  Diabetes  Special Diet 
 Lung Disease  Headaches/Migraines  Heart trouble 
 Ear Infections  HIV  Sinus trouble  
 Epilepsy  Fainting Spells/Convulsions  Eye glasses/Contacts 
 Dizziness  Hearing impairment  other 
 Emotional Disorders  Nosebleeds specify  
 Allergies/Hay fever  Allergies to medicines   
  specify    
 
Does the participant have any other conditions or allergies not listed above that we should know about? 
 

Does the participant take any prescription medication?  If so, please list the medication and condition. 
 

 
Primary Physician:  Phone Number:  

Medical Insurance Carrier:  Policy/Group#:  
 

I, the parent/guardian of the above named participant, give permission to Denver Eagles volunteer staff to seek 
emergency medical/surgical treatment for the above named participant as necessary in my absence.  I understand that 
every attempt will be made to contact me, or the emergency contact(s) named above, before taking this action if at all 
possible.  I will be financially responsible for any medical attention needed for this participant and will contact the 
Denver Eagles if there are any changes to the information provided on this form.  I hereby waive and release the 
Denver Eagles from any liability whatsoever for any injury or illness incurred while participating in any Denver 
Eagles athletic event or function.   

Parent/Guardian  Date  
(Signed)   
 

Keith
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