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Sports Injury Clinic Permission Form

Participant Information

Full name: Age:

Street Address:

City: State:

Zip Code:

Parent/Guardian name (please print):

I allow my child to participate in the

(parent/guardian) (Child’s Name)

sports injury clinic held at American Gymnastics. The clinic is staffed by
physical therapists from Community Physical Therapy.

Parent/Guardian Signature:

Telephone Number (day): Night:

Alternate Emergency Contact:

Telephone Number (day): Night:

Allergies/Medical Concerns:




