                 STREAMWOOD FALCONS FOOTBALL & CHEER ASSOCIATION
                                                           2009 MEDICAL RELEASE
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Player / Cheerleader Name: ____________________________________________Team_______________





Address: _____________________________City / Zip: _________________________________________





Sex:     Female_________        Male_________         Date of Birth: ________________________________





Parent / Guardian Name: __________________________________________________________________





Parent / Guardian Home Telephone Number: __________________________________________________





Parent / Guardian Cell Phone Number: _______________________________________________________





**************************************************************************************





Medical History:_________________________________________________________________________





Allergies:______________________________________________________________________________





Medications: ___________________________________________________________________________








**************************************************************************************





Physician’s Name: ______________________________________________________________________





Address: ______________________________________________________________________________





Physician’s Telephone Number: ___________________________________________________________





**************************************************************************************





List two names of emergency contact: 





_____________________________________________________________________________________


Name                                                          Phone                                                            Relationship





_____________________________________________________________________________________


Name                                                           Phone	                                                      Relationship





**************************************************************************************





I consent to any X-Ray or medical diagnosis or treatment and hospital care, to be rendered to the above minor under the general or special supervision and on the advice of any physician or surgeon licensed to practice in the state when the need for such treatment is immediate and when efforts to contact me are unsuccessful. This consent expires after the conclusion of the football / cheer season December 6th 2009.





__________________________________________________________________________________


Parent / Guardian Signature                                                                            Date











																	














