
 Sports Medicine 
 

Sickle Cell Trait Status Verification Form     

UPLOAD TO YOUR HEALTH PORTAL ALL FORMS TO THE ALBRIGHT COLLEGE ATHLETIC TRAINING STAFF 

BY AUGUST 1st  

  

Name: ___________________________________  Sport: ____________________________________ 

Date of Birth: ____________________________   

   

Please list the date of the Sickle Cell Trait testing: _____________________  

   

Please list the result of the Sickle Cell Trait testing:  Negative______________    

        Positive_______________  

   

Are there any restrictions to participation:  No     Yes 

  

     Restricted to:  

  

  

  

  

I verify that the above named individual has been tested for Sickle Cell Trait.  

  

  

Physician’s signature: ____________________________________________  

Date: _______________________  

   

Printed Physician’s Name and Address:  

_________________________________________________________  

  

_________________________________________________________  


