
FAITH BAPTIST SCHOOLS 
Athlete, Parental, and Physician Releases for 

PARTICIPATION in SPORTS 

Athlete’s Release 
__________________ ____________ __________ 
Last Name   First Name  DATE 

Age:_____   Sex: □Male  □Female 

 
I am voluntarily choosing to participate in interscholastic athletics and that I assume the risk of injury by signing 
this form.  I do hereby release any person chosen by the school from any liability arising out of any first aid or 
immediate treatment of injuries. 
 
______________________________________ 
Signature of Student 
 

Parent’s or Guardian’s Permission and Release 
I hereby give my consent for the above-named student to represent Faith Baptist in athletic activities 

except for the restrictions indicated by the examining physician.  I also give my consent for the student to 
accompany the school team on its away games. 

I understand that the student and I assume the risk of injury by signing this form.  I do give the 
coach/school representative the right to pursue proper treatment in my place.  I do hereby release any person 
chosen by the coach/school representative from any liability arising out of any first aid or immediate treatment of 
injuries. 
 
________________________________ ___________________________ 
Typed or Printed name of Parent/Guardian Signature of Parent/Guardian 
 
________________________________  ____________   ____________ 
Address     Phone  Date 
 

Physician’s Release 
 I examined the above-named athlete on the date given above and find him/her physically able to 
participate in the Athletic Program at Faith Baptist Schools for the next 3 years.  I understand that the potential 
sports include baseball, basketball, cheerleading, cross-country, golf, soccer, softball, track and field, volleyball, 
and wrestling.  Any further communication from me about this athlete will supercede this statement. Any 
limitations or warnings are listed below or on the back. 
 
 
 
 
___________________________  ___________________________ 
Typed or Printed Name of Physician  Signature of Physician 
     __________________ 
     Date 
 


