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Cleveland Pop Warner Association, Inc.

PO Box 825

Garner, NC  27529

www.clevelandwildcats.com

Go Wildcats!

EMERGENCY MEDICAL AUTHORIZATION

Name:  _______________________________________
  Age:  ______

Date of Birth:  _____________________

Social Security Number: _____________

Parents Name:  ____________________________________________________

Home Phone:  ________________________Cell Phone/Pager:  ________________

Address:  ____________________________________________________________

Family Doctor:  _____________________________________________________

Provide emergency contact information in the event we cannot contact you:

Name:  ______________________________________________________________

Relationship to child:  ________________________
Phone:__________________
Name:_____________________________________Phone:__________________

Relationship to child:  ________________________
Phone:__________________
List any allergies (bee stings, medicine, etc.) or conditions (asthma, seizures, diabetes, etc.) which the organization should be aware of:

________________________________________________________________________

List any prescribed medication that your child is currently taking:

_______________________________________________________________________

Additional medical information that maybe helpful:

________________________________________________________________________

Insurance Company: ____________________________________________________

Policy Number:  ____________________ GROUP NUMBER______________________

I hereby give my consent for medical treatment deemed necessary by physicians designated by the organization and/or for transportation to a hospital emergency room for the treatment of any illness or injury resulting from his/her athletic participation. I understand this authorization will only be enforced when I cannot personally be contacted and provide for immediate treatment.

Signature of parent/legal guardian


                               Date






