
Student Information Sheet
Name:  ___________________________________    Shirt/Jersey Size:  __________      Hoodie Size:  __________
Address 








 Home #____________________
City/State   _____________________________________                                      Zip code______________
 

Parent/Guardian Name:________________________________ Relation to Student:____________________
Primary Phone: ____________________________ Secondary Phone:_______________________________
Emergency Contact Information #1

Name 





Home phone




Cell phone




E-Mail     _________________________
Emergency Contact Information #2

Name 





Home phone




Cell phone




E-Mail     _________________________
Allergies









______
Insurance provider and phone number 






______
Physician’s name and phone number








Health problems (please circle all applicable.)

Asthma

Blood problems

Diabetes (glucagons ___)

Seizures

Deaf 

Hearing impaired

Blind

Vision problems

Cerebral palsy

Orthopedic problems

Kidney/bladder problems

Gastrointestinal problems

Cystic fibrosis

Sickle cell anemia

High blood pressure

Artificial limbs

Heart problems

Neuromuscular disease

ADD/ADHD

Glasses/contacts
Other: ____________________

Please use the section below to describe any treatment or procedure your child might need 
for the conditions marked above while participating with the Archery Team.
