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YOUR TEAM NAME
EMERGENCY MEDICAL AUTHORIZATION 

DATES (Sept 1, 2013- Aug 31, 2014)
ATHLETE NAME: _________________________________________________

Birth Date: _____________________

Father's Name: ______________________  Mother's Name:____________________
Contact phone: ______________________ Contact phone: _____________________

Home address: _____________________________________________


              _____________________________________________

Emergency Contact Name: __________________________________________________

Best phone # to reach him/her: ________________________________________

Is your child allergic to any medications?  ____yes  _____no


If yes, which medications: ______________________________________________





       ______________________________________________


Do they need, or carry, an epi pen?: ____________
I  give my  consent for emergency medical treatment deemed necessary by medical personnel. If necessary, transportation in an ambulance is authorized. I understand that this authorization will be used only when the parent/guardian cannot be contacted.


_________________________________________                    ____________________________


Signature






Date

Please fill in all Insurance Information below, and if possible, attach a front/back copy of the insurance card

________________________            _______________________             _______________________

Policy Name



Policy Number



Subscriber's Name

_______________________________________                         ___________________________

Primary Care Physician





Phone #
