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Medical Release 
Player’s Name:_____________________________________ Date of birth:________________

Parent or Guardian Authorization:

In case of emergency, if I/we, cannot be reached, I/we, hereby authorize my child to be treated by Certified Emergency Personnel (i.e. EMT, First Responder, ER Physician).

Family Physician:____________________________________ Phone:________________________

Address:__________________________________________________________________________

Hospital Preference:_______________________________________________________________

In the event of an emergency, contact:

Parent’s Name:​​










____
Phone(h):________________ Dad Cell:__________________ Mom Cell:___________________​​​​

Name(other than parent)______________________________Relationship________________

Phone(h):_______________ Phone(w):_________________ Phone(c):____________________

Please list any allergies/medical conditions, including those requiring maintenance medications. (i.e. diabetics, asthma, seizure disorder etc.) 

Medical Diagnosis



Medication



Dosage/Frequency

Allergies (food, medication, bee stings, etc.):_____________________________________________

_______________________________________________________________________________________
The purpose of the above listed information is to ensure that medical personnel have the information they need to effectively treat the patient. This information will be kept completely confidential (coaches and team coordinator only).
Mr./Mrs.______________________________________________ Date:_____________________

       Authorized Parent/Guardian Signature
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