
Saint Paul’s School – Sports Eligibility Packet 
ATTENTION PARENTS: 

Please find attached the paperwork required for your child to be eligible to play sports in Louisiana. It is very 
important that all forms and all sections are filled out completely. If any form is missing signatures or dates, we will 
be required to return the forms to you delaying your child’s ability to participate in practice or games.  

If you have questions, please contact Claire Coutrado, Athletic Secretary, at 
clairec@stpauls.com or 985-892-3200 ext. 1985. Our goals are to keep files up-to-date, and to 
keep the boys involved. 

THE FOLLOWING PAPERWORK MUST BE ON FILE ANNUALLY BEFORE PARTICIPATING: 

1. LHSAA Medical History Evaluation
This is a 2-page form. Page one is signed by the physician and Page 2 is signed by parent or guardian.

2. LHSAA Substance Abuse/Misuse Contract and Consent Form
This form must be signed and dated by student, parent, principal and head coach or Athletic Director.

3. LHSAA - Athletic Participation and Parental Permission Form
Part I – The last four digits of your son’s Social Security number are required for registering him with the 
LHSAA.
Read eligibility requirements to make sure that none of these rules disqualifies your child.
Part II – Parent’s Signature and Date

4. LCMC – Athlete information and Emergency Card
This information is updated annually to ensure that we have accurate information to contact you if needed.

5. LCMC Consent to Treatment and Release of Liability Form
Our athletic trainers are provided by LCMC Health. This gives them permission to treat your son and allows 
them to administer and utilize a baseline and post-injury concussion testing program to properly assess and 
treat athletes following head injuries.

6. LHSAA Parent and Student-Athlete Concussion Statement
The state requires parents and athletes to sign a concussion fact sheet annually as proof of your awareness of 
basic concussion protocol.

7. Birth Certificate
If your son is playing sports at Saint Paul’s for the first time, please supply a copy of his birth certificate. The 
LHSAA requires us to keep a copy in his athletic file as proof of age and will fine us if it is missing.

Thank you for your help.

We look forward to another year of athletic success at Saint Paul’s school. 

mailto:clairec@stpauls.com


LHSAA MEDICAL HISTORY EVALUATION 

Page 1 of 2 

IMPORTANT: This form must be completed annually, kept on file with the school, and is subject to inspection by the Rules Compliance Team. 

Name:_______________________________________ Date of Birth:____________________ Age:___________ Date:_________________________ 
School:___________________________________________ Grade:________Sport(s):____________________________________________________ 

II. COMPLETED ANNUALLY BY MEDICAL DOCTOR (MD), OSTEOPATHIC DR. (DO), NURSE PRACTITIONER (APRN) or PHYSICIAN’S ASSISTANT (PA)

   

GENERAL MEDICAL EXAM : 
Norm Abnl 

ENT 
Lungs 
Heart 
Abdomen 
Skin 

ORTHOPAEDIC EXAM : 

I. Spine / Neck II. Upper Extremity III. Lower Extremity

 Norm Abnl    Norm Abnl    Norm Abn 
Cervical Shoulder Knee 
Thoracic  Elbow  Hip 
Lumbar Hand / Fingers  Ankle 

Wrist 

Health Care Provider notes (if needed): _______________________________________________________________________________________ 

 [ ] Medically eligible for all sports without restriction 

 [ ] Medically eligible for certain sports_________________________________    

 [ ] Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of _______________________________ 

 [ ] Not medically eligible pending further evaluation 

 [ ] Not medically eligible for any sports        

This recommendation is from a limited screening. 

Printed Name of MD, DO, APRN or PA Signature of MD, DO, APRN or PA Date  of Medical Examination 

 This physical expires 13 months from the date it was signed and dated by the MD, DO, APRN or PA. 

Height ______________  Weight __________________ Blood Pressure________________ Pulse___________ 

Revised 5/23 



LHSAA MEDICAL HISTORY EVALUATION 
 Page 2 of 2 

IMPORTANT: This form must be completed annually, kept on file with the school, and is subject to inspection by the Rules Compliance Team. 

Please Print  

Name:_______________________________________School:____________________________________________Grade:________Date:______________ 
Sport(s):__________________________________________Sex: M / F Date of Birth:_____________Age:______Cell Phone:_____________________  
Home Address:_________________________________City:______________State:_____ Zip Code:___________Home Phone:____________________ 
Parent / Guardian:____________________________________ _Employer:_______________________ ____Work Phone:__________________  

FAMILY MEDICAL HISTORY:   Has any member of your family under age 50 had these conditions? 
Yes No Condition Whom Yes No Condition Whom Yes No Condition Whom 

Heart Attack/Disease Sudden Death _____________ Arthritis _____________ 
Stroke High Blood Pressure _____________ Kidney Disease _____________ 
Diabetes Sickle Cell Trait/Anemia _____________ Epilepsy _____________ 

ATHLETE ORTHOPAEDIC HISTORY: Has the athlete had any of the following injuries?  
Yes No Condition Date Yes No Condition Date Yes No Condition Date 

Head Injury / Concussion __________ Neck Injury / Stinger _________ Shoulder L / R __________ 
Elbow L / R __________ Arm / Wrist / Hand L / R _________ Back __________ 
Hip L / R __________ Thigh L / R _________ Knee L / R __________ 
Lower Leg L / R __________ Chronic Shin Splints _________ Ankle L / R __________ 
Foot L / R __________ Severe Muscle Strain  _________ Pinched Nerve __________ 
Chest __________ Previous Surgeries: 

ATHLETE MEDICAL HISTORY: Has the athlete had any of these conditions? 
Yes No Condition Yes No Condition Yes No Condition 

Heart Murmur / Chest Pain / Tightness Asthma / Prescribed Inhaler Menstrual irregularities:  Last Cycle: 
Seizures Shortness of breath / Coughing Rapid weight loss / gain 
Kidney Disease Hernia  Take supplements/vitamins 
Irregular Heartbeat Knocked out / Concussion Heat related problems 
Single Testicle Heart Disease Recent Mononucleosi 
High Blood Pressure Diabetes Enlarged Spleen 
Dizzy / Fainting Liver Disease Sickle Cell Trait/Anemia 
Organ Loss (kidney, spleen, etc) Tuberculosis Overnight in hospital 
Surgery Prescribed EPI PEN Allergies (Food, Drugs) 
Medications 

List Dates for: Last Tetanus Shot:  Measles Immunization: Meningitis Vaccine: 

PARENTS’ WAIVER FORM 

To the best of our knowledge, we have given true & accurate information & hereby grant permission for the physical screening evaluation. We understand the 
evaluation involves a limited examination and the screening is not intended to nor will it prevent injury or sudden death. We further understand that if  the 
examination is provided without expectation of payment, there shall be no cause of action pursuant to Louisiana R.S. 9:2798 against the team volunteer health- 
care provider and/or employer under Louisiana law. 

This waiver, executed on the date below by the undersigned  medical doctor, osteopathic doctor, nurse practitioner or physician’s assistant and parent of the 
student athlete named above, is done so in compliance with Louisiana law with the full understanding that there shall be no cause of action for any loss or damage 
caused by any act or omission related to the health care services if rendered voluntarily and without expectation of payment herein unless such loss or damage 
was caused by gross negligence.   Additionally, 
1. If, in the judgment of a school representative, the named student-athlete needs care or treatment as a result of an injury

or sickness, I do hereby request, consent and authorize for such care as may be deemed necessary…………………………………………....Yes No 
2. I understand that if the medical status of my child changes in any significant manner after his/her physical examination,

I will notify his/her principal of the change immediately…………………………………………………………………………………………………..Yes No 
3. I give my permission for the athletic trainer to release information concerning my child’s injuries to the head coach/athletic

director/principal of his/her school…………………………………………………………………………………………………………………………..Yes No 
4. By my signature below, I am agreeing to allow my child’s medical history/exam form and all eligibility forms to be reviewed

by the LHSAA or its representative(s) or the associated medical personnel. …………………………………………………………………………Yes No 

Date Signed by Parent Typed or Printed Name of Parent Signature of Parent  





Louisiana High School Athletic Association 
Athletic Participation/Parental Permission Form 

This form must be completed and signed by the student-athlete’s parent prior to a student’s participation in an 
athletic contest and shall be kept on file with the school. It shall remain in effect for the remainder of the student’s 
eligibility unless the student transfers to another member school. This form is subject to review/inspection by the 
LHSAA or its representative. 

PART I: STUDENT INFORMATION (Please Print) 

Student’s Name: (Last, First, Middle) School Year: 

Date of Birth:  Last Four Digits of SSN: 

Home Address:   

City:  Zip: 

My child entered ninth grade in  (month and year). Last semester/year he/she attended 
High School. 

ARE YOU ELIGIBLE? 

A student athlete in an LHSAA school must meet the following rules to be eligible for interscholastic athletic competition: 

RULE COMMENTS 

BONA FIDE STUDENT 

ENROLLMENT 

AGE 

PROOF OF AGE 

CONSECUTIVE SEMESTERS 

SCHOLASTIC 

RESIDENCE AND SCHOOL 
TRANSFERS 

UNDUE INFLUENCE 

AMATEUR 
INDEPENDENT TEAM 

A student shall be enrolled in and attending an LHSAA member school on a regular basis and 
taking the required number of subjects which shall be recorded on the student’s official trans- 
cript unless student is a special education student or in the 8th grade or below. A student shall 
must be counted as a student on the daily attendance records of the school he/she attends. 
Attendance in one class makes you a student at that school. 

A student shall be enrolled and attending a school in the first 11 school days of the school 
semester at any school or will be ineligible for the first 30 school days. 

A student shall not become 19 years of age prior to August 1 of this year. 

A student shall provide legal proof of age, which meets the provisions of the LHSAA 
handbook, to the school administrator to be kept on file at school. 

Once a student shall enter the ninth grade, he/she shall have eight consecutive semesters to 
play athletics. 

For regular education high school students at the end of the first semester a student shall 
pass at least six subjects in all subjects taken. 

At the end of the year and prior to the next school year, a student shall must have earned at 
least six units with an overall “C” average for the entire previous school year as 
determined by the LEA in all units taken. All seniors must take at least four (4) subjects each 
semester. 

Special education students must consult the school principal, athletic director, or coach for 
scholastic information. 

Upon entering high school for the first time, a student shall have the choice to attend any 
member school located in the attendance zone in which the student resides with his/her 
parent(s)/guardian(s) or any other household with whom the student has been residing for the 
past calendar year and be immediately eligible unless an applicable exception applies. A 
transfer to another member school in the same attendance zone shall render the student 
ineligible for one calendar year. 

If a student shall has been recruited to a school for athletic purposes, he/she shall remain 
ineligible as long as the student attends that school. 
A student cannot play high school athletics if he/she loses their amateur status. 

In certain sports a student cannot play on a school team and an independent team during the 
same sport season. 





ATHLETE INFORMATION CARD

FULL LEGAL NAME: _______________________________________________    NICKNAME: _______________________ 

DOB (MM/DD/YYYY): _________________________ Sex: ____________________________   

ADDRESS: __________________________________ CITY: _____________________ STATE: _______ ZIP: ___________   

HOME PH #:(_____) ______________ CELL PH #:(_____) ______________ GRADE: ____________

SPORT/SPORTS PLAYED: __________________________________________________________  HT: _____  WT: _____

EMERGENCY CONTACT INFO

EMERGENCY CONTACT #1:

RELATIONSHIP:  MOM_____DAD______OTHER (___________________) EMAIL _______________________________

FULL NAME: _______________________________________________________ DOB:____________________________ 

ADDRESS: _________________________________________   CITY: ____________ STATE: _____  ZIP: ______________  

HOME PH #: (_____) ________________ CELL PH #:(_____) ______________   WORK PH #:(_____) _ _______________

EMERGENCY CONTACT #2:

RELATIONSHIP: MOM_____DAD______OTHER (___________________) EMAIL ________________________________

FULL NAME: _______________________________________________________ DOB:____________________________

ADDRESS: ____________________________________________ CITY: _____________ STATE: _____  ZIP: ___________ 

HOME PH #: (_____) ________________ CELL PH #:(_____) ______________   WORK PH #:(_____) _________________

HEALTH INSURANCE NAME: __________________________________________ PH #: (_____)_____________________

NAME OF INSURED: _________________________________________________________________________________

I hereby release the above listed information to the Children Hospital New Orleans (CHNOLA) sports medicine team. I 
agree to allow this information to be shared when medically necessary to allow for approved/necessary care. 

______________________________________________ 
Parent/Guardian Name

______________________________________________       _____________________
Parent/Guardian Signature                                                            Date



Consent to Treatment and Release of Liability Form

I, parent/guardian, of student-athlete understand that Children contracts with the student-
school to provide athletic training services as outlined by the National Athletic Trainers Association (NATA) and the 
Louisiana State Board of Medical Examiners (LSBME).  I give permission to CHNOLA Sports Medicine personnel to assess, 
treat, rehabilitate, and, when indicated, recommend referral to an appropriate medical provider to treat the student-

condition.

I agree to allow the CHNOLA Sports Medicine personnel to utilize modalities, rehabilitation techniques, and any other 
treatment as outlined in the CHNOLA Sports Medicine Standing Orders.  In the event of an emergency, I understand that 
CHNOLA Sports Medicine personnel will contact Emergency Medical Services (EMS) when advanced medical care and 
emergent medical transportation is needed.

I authorize CHNOLA Sports Medicine personnel to administer and utilize a baseline and post-injury neurocognitive 
concussion testing program through ImPACT Applications.  CHNOLA Sports Medicine personnel will share this information 
with medical providers directly involved in the student- learn and return to
play following a head injury.  Information regarding this testing program can be found at www.impactconcussion.com.  

Acceptance of Risk and Release of Liability
I understand the inherent risks involved with the participation in athletic events which can lead to minor and major 
injuries.  I understand that neither the protective equipment and padding used in sport, the safety rules and procedures 
of the sport, the coaching instruction received, nor the athletic training care provided to student-athletes will guarantee 
safety or prevent injuries that may be sustained as a result of participation in athletic events.  I agree not to hold CHNOLA 
Sports Medicine personnel responsible for any injury, loss, or damage that occurs to the student-athlete as a result of 
athletic participation.

Statement of Permission
I have read and fully understand this consent to treat and release of liability.  I voluntarily sign this without inducement.  I 
give permission to CHNOLA Sports Medicine and all associated with CHNOLA to assess, treat, and rehabilitate the student-
athlete as needed.  I understand that this consent and waiver to liability will be in effect as long as the student-athlete is 
enrolled in the associated school.  However, I understand that I may withdraw my consent from such care at any time 
without affecting my right to future care or treatment. I may revoke my consent in writing at any time by contacting 
CHNOLA Sports Medicine personnel.  

___________________________________________________
Print Student-Athlete Name

___________________________________________________
Print Parent/Guardian Name

____________________________________________________  ________________________________
Parent/Guardian Signature  Date
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Don't forget to 
initial and sign!
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