
Cathedral Athletic Association 
Request for Expense Reimbursement 

 
Paid to (name of company, individual, or organization):  
__________________________________________________________ 
 
Paid by (circle one):  check  credit card  cash 
 
Description of Expense (i.e., Golf tourney, uniforms, start-up cash, etc.):  
______________________________________________ 
 
Make reimbursement check payable to (i.e., your name or other organization or 
individual):  __________________________________ 
 
Total amount for reimbursement:  __________________ 
 
Treasurers’ Use only :  Check number:  _____________ Date:  ______________ 
 
NOTE:  PLEASE ATTACH ALL RECEIPTS AND SUPPORTING DOCUMENTS  
 
RETURN TO:  CGS Office c/o Athletic Committee  

Attn:  Lisa Stevenson, Treasurer 
 

------------------------------------------------------------------------------------------------------------ 
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INCIDENT REPORT FORM 

Page 1 

 
 
Your Name:  ___________________________________  Present Date: _________________ 
 
Date of Incident:  ________________________  Time of Incident: ________________________ 
 
Location of Incident (i.e. school, city): _________________________________________________   
 
Sport:  ________________________________________               
 
Child’s Name (if applicable):__________________________       Child’s age (if applicable):  _____ 
 
Coach’s Name (if applicable):  _______________________________________________________  
  
Other individuals involved (if applicable):  _____________________________________________   
 

 
 
DESCRIPTION OF INCIDENT:         

             

             

             

             

             

             

             

              

Note:  Copies are to be sent with 72 hours of incident to   
 
Cathedral School Athletic Director         and  Cathedral School Principal 
200 South 2nd Street, Belleville, IL 62220   200 South 2nd Street, Belleville, IL 62220 
 
 
 
 
Signature:         



SPORTS PHYSICAL EXAM DATE OF EXAM ___________________ 
 
PATIENT NAME _______________________________________ D.O.B. __________________ 
 
HISTORY 
 
1.  Intended sport(s) volleyball basketball soccer softball baseball track 

2.   Current medical problems________________________________________________ 

 Current medications ____________________________________________________ 

3. Past health history _____________________________________________________ 

 a. Previous head/neck injury _____________________________________________ 

 b. Previous seizures ____________________________________________________ 

 c. Previous broken bones/joint injuries _____________________________________ 

 d. Previous surgeries (type & age) ________________________________________ 

 e. Dizziness/wheezing during exercise _____________________________________ 

4. Family history of sudden death under age 50 ________________________________ 

=========================================================================== 
PHYSICAL 
 
Visual acuity With Glasses   R_____ L _____ Both _____ 

  Without Glasses   R_____ L _____ Both _____ 

          (with exercise -jogging 
Height __________ Weight _________ BP ______ Pulse ______     in place 1 minute) _____ 

Skin (contagious lesions) _____________________________________________________________ 

Eyes (fundoscopic) __________________________________________________________________ 

Ears ______________________________________________________________________________ 

Lungs _____________________________________________________________________________ 

Heart ______________________________________________________________________________ 

Abdomen ___________________________________________________________________________ 

Genitourinary (hernia, testicular exam, tanner stage) _________________________________________ 

___________________________________________________________________________________ 

Musculosketetal (gait, scoliosis, joints, strength) ____________________________________________ 

Neuro (coordination, reflexes) ___________________________________________________________ 

Based on medical history and physicals exam, this student is approved for participation in sports activities 
for the current school year. 

       __________________________________________ 
         Physician’s Signature 
 
 
 
Signature of Parent or Guardian _____________________________________ Date ______________ 



PRACTICE EVALUATION FORM 

Please return completed form to the Athletic Director. 
 

 
Coach’s Name:        Sport:       
 
Coach’s teaching methods (rules, drills, explanation, and demonstration): 

⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 
Explanation/Specifics if desired:         

             
              

Coach’s: 

Treatment of Players: ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Treatment of Parents: ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Promptness:  ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Attitude / Conduct: ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Preparedness:  ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Explanation/Specifics if desired:         
             
              

Player’s: 

Treatment of Teammates: ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Treatment of Coach(s):     ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Treatment of Parents:        ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Explanation/Specifics if desired:         
             
              

How did the athletes relate to the coach(s):   ⁭ Liked   ⁭ Respected    ⁭ Scared of   

Explanation/Specifics if desired:         
             
              

Personal evaluation, suggestions, and discussion of practice experience:   ⁭ Liked      ⁭ Disliked    

             

             

             

 
Parents signature: ___________________________________   Date: ________________ 



SPORTING EVENT EVALUATION FORM 
 
Sporting Event:          Date:     
 
Coach’s Name(s):                       Score Us:  Them:   
 
Coach(s): 

Treatment of Players: ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Treatment of Officials:  ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Treatment of Opponents: ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Explanation/Specifics if desired:           

              

              
 
Players: 

Attitude:   ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Treatment of Coach(s): ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Treatment of Officials:  ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Treatment of Opponents: ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Explanation/Specifics if desired:           

              

              

Our Fans: 

Treatment of Coach(s): ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Treatment of Officials:  ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Treatment of Players:  ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Treatment of Opponents: ⁭ Very Good   ⁭ Good   ⁭ Adequate    ⁭ Poor 

Explanation/Specifics if desired:           

              

              

Playing time for Cathedral Athletes:    ⁭ Equal   ⁭ Unequal   ⁭ Very unequal  
 
 
Observer’s signature: ___________________________________    
 

Please return completed form to the Athletic Director. 
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