Austin Peay State University

Department of Athletic Training

Clarksville, TN 37044

931/221-6110

I,                                                                                                           , 

                                                                                                                           Parent’s Name
hereby authorize and request that medical care be administered to:

                                                                                                 , age                         ,
                                                            Athlete’s Name
my son/daughter, while participating in the intercollegiate athletic program representing Austin Peay State University, by the Student Health Service and such hospital and/or any other medical doctor or medical institution which might render services in event of injury, illness, or accident.  I further request that records of such diagnosis and/or treatment be released to the Austin Peay State University Athletic Trainer, Head Coach of his/her sport, or its insurance carrier, in order that they will be better informed of his/her medical condition and capabilities while participating in athletic competition at Austin Peay State University.  A photostatic copy of this authorization shall be considered as effective and valid as the original.




 Signature of Parent/Guardian




              Date
Home Address:    
















 Street or RFD
City




State

Sip Code
Home Phone Number:
              /                   -                           

 

 


Area Code                       Number


 Student/Athlete’s Social Security Number
