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Playing it Safe Participation Form for ImPACT  

 
 
 
Patient Information: 
 
First Name: _____________________  MI___  Last Name:_______________ 
 
Date of Birth:      Month:_________  Day: ______  Year: ________________ 
 
Address: 
______________________________________________________________ 
 
City, State: _________________________________   Zip: ______________ 
 
Telephone: ____________________ Second Phone: ____________________ 
 
 
Parent/Guardian Name:  
 
_____________________________________________________ 
 
 
Primary Physician:  
 
_____________________________________________________ 
 
 
Physician’s Address:  
 
_____________________________________________________ 
 
 
Physician’s Telephone:  
 
_____________________________________________________ 
 
 
Physician’s Fax Number:  
 
_____________________________________________________ 


