WYFCL
PO Box 193

Washingtonville, NY 10992

(845)469-1198

www.go2wyfcl.com
2008 Physical Form

Name: _________________________________
football player/cheerleader

Address: ________________________________________________________________

Phone #: ____________________________

Cell #: ________________________

Physician: ___________________________

Physicians phone: _______________

Medical History

1. Allergies to medication, food, environmental or insects _____________________

_____________________________________________________________________

2. Does your child suffer from asthma or any breathing difficulties? _____________
Inhaler    yes    no

3. Is your child on any medication or drugs:  _____________  please list

_________________________________________________________________
4. Does your child have frequent nose bleeds: ______________________________
5. Is there any medical condition not mentioned that should be noted? ___________
_________________________________________________________________

To the best of my knowledge, the information I have provided is true & accurate. I give my child ______________ permission to participate in the 2008 WYFCL program.


_______________________________ (signature of parent/guardian)

------ PHYSICIAN EXAMINATION ------

(Must be completed by a physician)

Height _______
Weight _______
DOB _______



Blood Pressure: __________
   Heart Rate: _________  
Other: ________


Contact Sports Approval:    YES   NO  (circle one)


Physicians Signature: _____________________________
DATE: ______

MUST be 2008
Physician’s Stamp Here
