Emergency Medical Release & Liability Waiver

Participant’s Name: ___________________________________                                                                      

Birth date:___________________________________________                                                                        

Street Address:_______________________________________                                                                     

City:________________________________________________     Zip: ____________                                                            
Medical Information:

Date of Child's Last Tetanus Shot:__________________________________________

Allergies:______________________________________________________________

Outstanding Medical Conditions: ___________________________________________                                                                                   

Current Medications: ____________________________________________________

Physician:_____________________________________  Phone (     ) _____________                                                             

Insurance Company: ____________________________  Phone (     ) _____________                                         

Policy Holder's Name: ___________________________________________________                                                                                                     

Policy #:______________________________________________________________                                                                                                                             

Emergency Contact Information:

Name:________________________________________   Relationship: ____________                                                    

Address: ___________________________________  City: __________ Zip: ________                                                                                                                        

Home # (      ) ____________  Work  # (     ) ____________  Cell # (   ) _____________ 

Name:________________________________________   Relationship: ____________                                                    

Address: ___________________________________  City: __________ Zip: ________                                                                                                                        

Home # (      ) ____________  Work  # (     ) ____________  Cell # (   ) _____________ 

In an emergency when parent/guardian cannot be reached, contact the following:

Name____________________________  Relationship: ____________________ 

Home # (____)______________ Work/Cell # (_____)______________ 

Name____________________________  Relationship: ____________________ 

Home # (____)______________ Work/Cell # (_____)______________ 
If the above-named participant needs immediate medical care and treatment as a result of any injury or accident, I do hereby request, authorize, and consent to such care and treatments as may be given said participant by any physician, trainer, nurse, hospital, or emergency medical technician.
Parent/Guardian Signature:                                                                                    .

Date:                                                     .

