
CCA 2018-2019 Sports Registration and Emergency Form 

Student Name:________________________________________________________Grade:_______________________

Parent Email(s):____________________________________________________________________________________

Home Phone:________________________________________ Student Cell: __________________________________

Mom Cell:_____________________________________________ Mom Work: _________________________________

Dad Cell:______________________________________________ Dad Work: __________________________________

☐  I have read the attached "Heads UP Concussion; A Fact Sheet for Parents”
Date of Student’s Last Physical Examination:______________________________________________    

CCA Student athletes must pass a physical examination prior to participating in school athletics.  A physical exam covers 
the student for 13 months from the exam date. The student will not be eligible to play athletics at CCA without an updated 

physical.  Please submit the updated copies of physical exams from your physician, as needed, to ensure eligibility.
________________________________________________________________________________________________________________________

Confidential Emergency Medical Information

Child’s Name: ________________________________________________________________________________________________

Physician’s Name and City: _____________________________________________ (______)________________________________

Dentist’s Name and City: _______________________________________________ (______)________________________________

Are there any health problems we should be aware of? _______________________________________________________________

Please list any medication your child is taking: ______________________________________________________________________

Please list any allergies your child has: ____________________________________________________________________________

Please list child’s concussion history as diagnosed by a medical physician:________________________________________________
__________________________________________________________________________________________________________________________________________

Health Insurance Provider: _____________________________________________________________________________________

Member ID Number: __________________________________________________________________________________________

Insurance Company Phone Number: _____________________________________________________________________________

Persons (local), other than parent, to be notified in the event of an emergency:

Name:___________________________________Relationship:____________________Phone: ______________________________

Name:___________________________________Relationship: ___________________Phone: _______________________________

Medical Consent : In the event that reasonable attempts to contact me have been unsuccessful, I hereby give consent for: (1) the administration of any 
treatment deemed necessary by a licensed physician or dentist; and (2) the transfer of my son/daughter to any hospital reasonably accessible. This 
authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists, concurring in the necessity for

such surgery, are obtained prior to the performance of such surgery.

I, the parent and /or legal guardian, understand the nature of the above referenced activities and believe the minor to be qualified to participate in such 
activity. I hereby agree to indemnify and hold harmless Covenant Christian Academy, its volunteers, employees and officers from any loss, liability, 

damage or costs, including court costs and attorney fees, that they may incur due to the minor’s participation in said activity.

Parent/Guardian Signature: _____________________________________________________________________________________ 

Submit Registration form by: 

Wednesday, June 6th


