MEDICAL RELEASE
[bookmark: _GoBack]NOTE: To be carried by team coach along with roster to each practice/game.
Player:_________________________________________________D.O.B._____/_____/______ Gender(M/F)_________
Parent/Guardian Name:_________________________________________Relationship___________________________
Parent/Guardian Name:_________________________________________Relationship___________________________
Players Address:_____________________________________City:___________________State:_______Zip:___________
Home Phone:__________________________Work :___________________________Cell__________________________
Parent or legal Guardian Authorization:
Family Physician:_______________________________________________________Phone:________________________
Address:__________________________________________________City:_________________________State_________
Hospital Preference:__________________________________________________________________________________
Parent Insurance Co:_____________________________Policy No:_________________Group ID:____________________
League Insurance Co:_____________________________Policy No:_________________Group ID:___________________
If parents/legal guardians cannot be reached in case of emergency please contact:
Name:________________________________Phone:___________________Relationship:__________________________
Name:________________________________Phone:___________________Relationship:__________________________
Please list any allergies/medical problems, including those requiring maintenance medications. (i.e. Diabetic, asthma, seizure)
Date of last Tetanus Toxoid Booster:_______________________________________________________________________________
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In case of emergency, if family physician cannot be reached, I hereby authorize my child to be treated by Certified Emergency Personnel. (EMT, First Responder, E.R. physician)
Parent/Guardian Signature:_______________________________________________________Date_________________
