Medical Release Form
I hereby give my permission for any and all medical attention necessary to be administered to my child (named below) in the event of an accident, injury, sickness, etc., under the direction of the designated persons listed below, until such time as I may be contacted.

Child's Name: ________________________________________
Parent Guardian Information:

Name: ___________________________________________________________

Address: _________________________________________________________

Home Phone # ___________________ Work Phone # _____________________

Insurance Company: ________________________________________________

Policy Number: _____________________________________________________

Medical Information:

Physician’s Name: __________________________________________________

Physician’s Address: ________________________________________________

Physician’s Phone # _________________________________________________

Known allergies or medical problems: ____________________________________

__________________________________________________________________

The following persons are designated to act in my behalf:
Coach: ___________________________________________________________

Assistant Coach: ___________________________________________________

Team Representative: _______________________________________________

Other: ____________________________________________________________

___________________________________   _____________________________
Parent/Guardian Signature 





Date






