Bluewater Orthopedics 
Sports Injury Assessment Clinic

Saturdays – 9 – 11 am
Parent Consent Form

Athlete’s Name:






DOB:





School:









Injury:





I hereby give my consent for my son/daughter 







 to be seen and evaluated by the Sports Medicine Physicians and Staff (Orthopedic Surgeon, Physician Assistants, Certified Athletic Trainers and Physical Therapists) at the Bluewater Orthopedics Sports Injury Assessment Clinic. I authorize the Sports Medicine Physicians and Staff to share information regarding my son/daughter’s injury noted above with the athletic training and coaching staff at their school.










___



Parent/Guardian Signature


Date



Contact number 

Referring Medical Professional (filled out by Clinic)
Mechanism of Injury: 









___________
Working Dx: 




                     





___________
Medical Professional / Athletic Trainer name: 


            


___________

Bluewater Orthopedics                                
Orthopedic Sports and Physical Therapy


1950 Bluewater Blvd,                                                 Bluewater Bay, Destin, Navarre

Niceville, FL 32578

850-897-8081

www.BluewaterOrthopedics.com        
Donations accepted to benefit the Taylor Haugen Foundation

