University of Massachusetts Boston

New Student Athlete 
Sports Medicine Information Sheet

PLEASE  FILL OUT COMPLETELY OR THIS FORM WILL NOT BE PROCESSED AND WILL BE RETURNED TO YOUR COACH

[THIS FORM MUST BE TYPED]
NAME:​​​​​​​​​ (LAST)      
(FIRST)      
(MI)      
S.S. #      
GRADE:   FORMDROPDOWN 

DATE OF BIRTH      
 AGE      
SEX:   FORMDROPDOWN 

SPORT(S) That you are intending to participate in at UMB:     FORMDROPDOWN 
      
 FORMDROPDOWN 

 FORMDROPDOWN 

HIGH SCHOOL:       



HIGH SCHOOL GRADUATION YEAR:      

HOME ADDRESS
                                    

 SECONDARY ADDRESS

	Street       

	     

	City      

	State      

	Zip Code      

	Phone      
Email      
                                                                      

	

	

	

	

	

	

	




Incase of a medical emergency please provide us with the following information on two people to contact on your behalf.

EMERGENCY CONTACT #1



    EMERGENCY CONTACT #2 

NAME:      
NAME:      

     

STREET      
STREET      
CITY      
 STATE       ZIP      
CITY      
 STATE      ZIP      
HOME  PHONE      
HOME  PHONE      
WORK/CELL  PHONE      
WORK/CELL  PHONE      
EMAIL       
EMAIL      
RELATION TO ATHLETE      
RELATION TO ATHLETE      

MEDICATIONS, ALLERGIES, PREVIOUS INJURIES

Please list any previous history of injury or if currently taking any medications, allergies to any medications, foods, etc.  Include any recent fractures, surgery, history of diabetes, seizure disorders, or any continuing treatable condition.

ALLERGIES:       
MEDICATIONS:      
OTHER MEDICAL ALERTS:      
PHYSICIAN AND INSURANCE INFORMATION

DO YOU HAVE SCHOOL INSURANCE?   FORMDROPDOWN 

IF YOU DO NOT HAVE SCHOOL INSURANCE YOU MUST COMPLETE THE FOLLOWING QUESTIONS.

PRIMARY CARE PHYSICIAN      
PHONE      
INSURANCE COMPANY      
PHONE      
INSURANCE COMPANY BILLING ADDRESS: 

STREET      
 CITY      
STATE      ZIP      
PLAN:      
 POLICY#      
POLICY HOLDER:      
 POLICY HOLDER ID#:      
POLICY HOLDER DATE OF BIRTH:      
TYPE:      FORMDROPDOWN 


MEDICAL ELIGIBILITY REQUIREMENTS

In order to be medically eligible to participate in intercollegiate programs at UMass Boston you must have valid proof of the following:

1. PHYSICAL EXAMINATION AND IMMUNIZATION RECORDS

2. INSURANCE COVERAGE

Athletes must pay the student health insurance fee on their tuition bill unless he / she is covered by private insurance.  If so, please bring the name of the company and all policy numbers, phone numbers, and policy holder information.   Under no circumstances will an athlete be allowed to participate without proof of insurance coverage!

Both sides of this form must be filled out, completed and on file in the Sports Medicine Department prior to any authorized, organized workout.

In the event that an athlete falsifies the information sheet, he / she will be responsible for all costs associated with any injury that may occur and may be dismissed from participation in the Intercollegiate Program. 


WARNING!

ALL PROSPECTIVE ATHLETES AND PARENTS ARE HEREBY FOREWARNED THAT THERE IS ALWAYS POTENTIAL FOR SERIOUS INJURY OR EVEN LIFE THREATENING INJURY DUE TO PARTICIPATION IN INTERCOLLEGIATE SPORTS

When I sign this sheet I am indicating that all of the above information is accurate.  The UMass Boston Athletic Department assumes no liability for any falsified or excluded information.  If this information is inaccurate and/or false, the student athlete may be dismissed from the Athletic Program.

I (insert name)       have read and understand the aforementioned polices regarding eligibility for participation at the University of Massachusetts Boston and have filled out the information sheet completely and accurately.  
Date:      
(The address you are living at while attending UMB if you are not living at home)





EMERGENCY CONTACTS











