
SYLVAN UNION SCHOOL DISTRICT 
605 Sylvan Avenue 
Modesto, CA 95350 

NAME OF STUDENT: 

SCHOOL: 

AFTER SCHOOL RECREATION 
STUDENT PARTICIPATION APPLICATION 

ADDRESS: 

SPORT/ ACTTVITY APPLYING OR: 

NAME OF EMERGENCY CONTACT: 

NAME OF EMERGENCY CONTACT: 

TO THE PARENT/GUARDIAN: 

DATE: 

GRADE: 

PHONENUMBER: ( 

PHONE: 

Stndents participating in school-sponsored and supervised interscholastic athletics r� required to have 
medical insurance coverage per Education Code 49470. 

PHONE: 

Was rmecical insurance coverage purchased through the school for your chiid? OYes No 

Signature of Parent/Gåardinn 

If your chld has private medical insurance coverage, please attach a copy of the meical card fo tris 
form as poof of inaurance. 

(Afirrchoal Recreation - Revised 04/16/08) 

My chid, has ny' perrission to partictpate in the After SchÍol 
Recreation Program being offered by Syivan Union Sahool District. I also give pertmission far 
to travel to other schools for interscholastic competition 

I understand that my child wil be r�sponsible for any utrifortn, and/or equipment which is checked out 
to fhem. 

Tansportation to other schools for interscholastic compettion may be provided or I may transport y 
own child Parents MAY N T ransport children other than their own. 

y child 

Date 



FULL NAME OF STUDENT: 

ADDRESss: 

FATHER'S NAME: 

CELL PHONE #*% 

MOTHER'S NAME: 

CELL PHONE # 

MDICAL HEALTH INSURANCE CARRIER: 

GROUPNAME: 

POLICY# 

NAME OF PHYSICIAN: 

STUDENT INFORMATION SHEET 

PHYSICIAN ADDRESS: 

ATILERGIES TO ANY OODS/MEDICATONS: 

ÁNY SPECLAL HE�LTH NHDS/PROBEMS: 

DOB: 

Signatue of Parent/Guardian 

FATHER'S EMFIOYER: 

WORK PHONE #: 

Ditibatiot Origjnd-school Copy- Distict Office 

MOTHER'S EMPLOYER: 

WORK PHONE ## 

GROUP NUMBER: 

PHONE NUMBER: 

AUTHORIZATION TO REAT A MINOR 

I (we) fhe undersigned parent(s) or legal guArdian(s) of the abÔve named student do herby auttorize and consent to ary I 

ray examination, anesthetic, medical or srgical diagnosis rendered rhder the general or special supervision of ary memb. 

of fhe medical staff and emergency staff icenscd under fhe provisions of fhe Medical Practice Act and on fho shaif of any 

acute general hospital holding a current license to operate a bospital from fhe Cahfornia Department of Pubhc Heatt 

tis understood fhat this aufhorizatiotn is given in adyance of any specifit diagnosis, treafmentt, or hospitafization' being 

required but given to provide aufhority and pwer to render care which is aforemefioned pysician in fhe cxercise of his 

or er best judgmerdt may deem advisable. tis mderstood that cfiort shall be made to contact fhe mdersigned prior to 

rendering treafment to the patient, but that any of the above treatmet will not be withheld if fhe mdersigned cannot be 

zeached 

Date 
.... 

Afterschocl Receation Furm- Revisedk 04/15/0 
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