
 
 
 

1 
 

2020 Summer 
Hartford Basketball Club Forms 

 
 
 

HBC Risk Acknowledgement and Consent to Participate Form 
 
Participant ______________________________   Birthdate ____________   Grade ________ 
  
My/our child wishes to participate in the Hartford Basketball Club.  I/we realize there are numerous risks involved in participating in the 
Hartford Basketball Club. These risks could involve (but are not limited to): sprains, contusions, broken bones, lacerations, concussions, 
permanent disability, internal injuries, paralysis and possible death.  These risks could impair my/our child’s future abilities and to generally 
enjoy life.  I/we have been informed about the various risks associated with our child’s participation in the Hartford Basketball Club and the 
potential injuries that may occur. I/we assume all responsibility and certify my/our child is in good physical condition and has undergone a 
physical in the past two years.  Further, I/we are unaware of any medical condition that would inhibit my/our child’s participation. 
  
As a condition of our child’s voluntary participation in the Hartford Basketball Club, I/we agree to accept all the previously mentioned risks 
as a condition of my/our child’s participation.   
  
Parent/Legal Guardian(s) ________________________________ Date _____________ 
  

 
HBC Medical Information and Emergency Consent Form 
 
In the event of an injury or illness, I/we grant permission to any and all health care providers designated by the coaching or 
administrative staff to provide the above-mentioned participant any and all necessary medical care related to the injury or 
illness. I/we further understand I/we will be contacted as soon as practical as to the medical emergency and be provided with all 
the necessary information related to the medical emergency.   
 
Participant ____________________________________ 

Parent/Legal Guardian _________________________     Date _______________ 

Address _________________________________________________________________  

Phone #:  (Cell or Home) ______________________ 

 
Medical Information: 
Please list any medical problems, allergies, or medications: _________________________________ 

_______________________________________________________________________________________ 

Participant’s Physician ___________________ Phone # __________________________________ 

Insurance Company _____________________ Group # __________________________________ 

Subscriber _____________________________ Subscriber Employer ______________________ 
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PARENT & ATHLETE CONCUSSION AGREEMENT 
As a Parent and as an Athlete it is important to recognize the signs, symptoms, and 
behaviors of concussions. By signing this form you are stating that you understand the 
importance of recognizing and responding to the signs, symptoms, and behaviors of a 
concussion or head injury. This form must be completed for every sports season and every 
youth athletic organization the athlete is involved with.  
 
Parent Agreement:  
I _________________________________ have read the Parent Concussion and Head Injury 
Information and understand what a concussion is and how it may be caused. I also understand 
the common signs, symptoms, and behaviors. I agree that my child must be removed from 
practice/play if a concussion is suspected.  
I understand that it is my responsibility to seek medical treatment if a suspected concussion is 
reported to me.  
I understand that my child cannot return to practice/play until providing written clearance from 
an appropriate health care provider to his/her coach.  
I understand the possible consequences of my child returning to practice/play too soon.  
Parent/Guardian Signature__________________________   Date__________________  
 
Athlete Agreement:  
I_______________________________ have read the Athlete Concussion and Head Injury 
Information and understand what a concussion is and how it may be caused.  
I understand the importance of reporting a suspected concussion to my coaches and my 
parents/guardian.  
I understand that I must be removed from practice/play if a concussion is suspected. I 
understand that I must provide written clearance from an appropriate health care provider to my 
coach before returning to practice/play.  
I understand the possible consequence of returning to practice/play too soon and that my brain 
needs time to heal.  
Athlete Signature_________________________________________Date___________________  
 
Name of Current Team__________________________________________  
 
1. Have you ever had a concussion?___________, if yes, how many?___________  
 
2. Have you ever experienced concussion symptoms?_____ Did you report them?_____ 

 
  


