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AUTHORIZATION TO RELEASE MEDICAL INFORMATION

RELATING TO STUDENT HEALTH REVIEW/ EXAM

I hereby authorize you to release copies of all  medical information in your possession, whether paper or electronic, relating 

to student health review/exams of the student identified below to the school or school district in which the student is enrolled 

and to appropriate health care providers.

I am the parent or legal guardian of the above student, and authorize the foregoing release of medical information to the 

student's school/school district and to appropriate health care providers.

student to participate in strenuous physical activities, including but not limited to competitive athletic events. 

I understand that the medical information disclosed by the medical provider to the school may be further disclosed by the school 

to the school's administrators, athletic director and coaches of any interscholastic activities in which I seek to participate.  

I understand that once the information is disclosed, it may be re-disclosed by the recipient and federal law may not protect the 

information.  

I understand that I may revoke this authorization in writing at any time, except to the extent action has been taken in reliance 

on this authorization.  

I certify that the signatures on this release are voluntary. 

signatures on this form, unless revoked earlier by me in writing.  
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Medical Provider

Name of school or school district

CONSENT OF PARENT

Signature of student

Printed or typed name of student

Student’s social security number (optional)

Date of signature

 ________/_________/_________

Signature of parent / legal guardian

Printed or typed name of parent / legal guardian

Date of signature

 ________/_________/_________

Date of birth

 ________/_________/_________

TO:
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STUDENT HEALTH REVIEW/ EXAM

ALASKA SCHOOL ACTIVITIES ASSOCIATION, INC. 
4048 Laurel Street, Suite 203 • Anchorage, AK  99508 • (907) 563-3723 • Fax 561-0720 • www.asaa.org

SECTION A: To be completed by parent or guardian.

Student Last Name

Address

Student First Name MI

City Zipcode

GradeDate of birth

 _____/_____/_____

Phone Emergency Phone Date of last physical exam

 ________/_________/_________

Last tetanus shot

_____/______/____

Last measles shot

______/______/___

Last TB skin test

______/______/___

Are your immunizations up to date

  YES NO

1.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   

2.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
3.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
4.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
5.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
6.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
7.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
8.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
9.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
10.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
11.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
12. Do you have any skin problems (itching, rashes, acne)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
13.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
14.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
15.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
16.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
17.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
18.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
19.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
20.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
21.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
22. (pads, braces, neck rolls, mouth guards, eye guards, etc.)  . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
23.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
25.  

 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
 

26. (infectious mononucleosis, diabetes, etc.)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
27.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
28.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
29.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
30. Do you have any allergies (medicine, bees or other stinging insects)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

 ___________________________________________________________________________________________________

31.  __________________________________________________________________________

 __________________________________________________________________________

  __________________________________________________________

32.  ___________________________________________________________________________________________

  ________________________________________________________________________________________________________________

 ___________________

 ____________________

Yes No

Forms
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Clearance:    
     _______________________

     Noncontact  Strenuous

    Moderately Strenuous  Nonstrenuous

 __________________________________________________________________________

              __________________________________________________________________________
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STUDENT HEALTH REVIEW/ EXAM

ALASKA SCHOOL ACTIVITIES ASSOCIATION, INC. 
4048 Laurel Street, Suite 203 • Anchorage, AK  99508 • (907) 563-3723 • Fax 561-0720 • www.asaa.org

SECTION B: To be completed by physician, physician assistant or advanced nurse practitioner

Student Last Name

Height

Name of M.D., P.A. or ANP (circle which)

Address

Signature

Phone

Vision — Right Eye

20/

Vision — Left Eye

20/

Vision Corrected?

  Yes          No

Weight Blood Pressure Pulse

Pupils

Student First Name MI GradeDate of birth

 _____/_____/_____

Date

 _____/_____/_____

   NORMAL  ABNORMAL FINDINGS    INITIALS

 Pulse

 Lungs

Skin

Abdominal

Genitalia

Musculoskeletal

 Neck

 Shoulder

 Elbow

 Back

 Ankle

 Foot

 Other

This form to be sent to the school (do not send to ASAA)


