EMERGENCY INFORMATION

PLEASE PRINT
Player's Name: Date of Birth:
Grade in September : Age:
Parents' (Guardian's) Name: Home Phone:
Address: Cell Phone :
Street
City State Zip Code
Phone No. of parent during day Mother Father
In an Emergency, if parents CANNOT be contacted:
Notify : Phone No.
Family Doctor: Phone No.
Known Allergies:

The team physician/trainer and coach may apply first aid treatment until the family

doctor is contacted. Yes No
We give our consent for coaches and team physician to use their judgment in securing

aid and ambulance service in case parents can't be reached. Yes No
We give our consent for emergency room hospital personnel to use their judgment in

beginning emergency treatment in case parents can't be reached. Yes No

Parents's Sigfmture & Date:

THIS FORM MUST BE AVAILABLE AT ALL PRACTICES AND GAMES
Medical Ins ce Co. :

Policy Num | T,
Health History
1. Date of most recent Tetanus Shot
2. While competing does your child wear contact lenses? Yes No
3. While comlpering does your child wear glasses? Yes No
4. Has your child ever had Asthma? Yes No
5. Has your child ever had a heart condition? Yes No
6. Has your child ever had Diabetes? Yes No
7. Has your child ever had a Kidney injury? Yes ~ No
8. Is you child allergic to any medication? If yes please specify Yes No

9. Is there other condition, other than stated above, that a

Ifyou a:r'Eer Yes to #8, please specify.
physician or other hospital personnel should be made aware of? Yes No

If you answer Yes to #9, please specify.




