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Medical Release Form

Parent Authorization: I give permission for my son/daughter to participate in this athletic event.  In the event of an accident or illness, I give permission for my child to be taken to the hospital and examined by any non-invasive means necessary to remedy the situation.  In the case of an immediate medical emergency, I give permission for my son/daughter to be treated by any medically trained personnel attempting to save his/her life.
_____________________________________


________________________

Signature of Parent or Guardian




Date






Additional Contacts / Phone #’s:				





Mother’s Name: ________________ Home/Work: _______________ Cell: _________________





Father’s Name: _____________________	 Work: _______________ Cell: _________________





Primary Email: ______________________________________________





Emergency Contact: _________________	Home: _______________ Cell: _________________














Athlete Information: (One form per athlete)		Date Completed: _______________





Name: _______________________________	Grade: _________	D.O.B:___________





							Male / Female	Age: _____________


Address: _____________________________	(circle one)





City:        _____________________________	State / Zip:      _________________________





School:_______________________________          Parish: ______________________________








 Medical Conditions: List any medical condition and / or allergies (incl. drug):


 Pre-existing medical conditions of child/participant (e.g., allergies, concussion, chronic, etc.):


 _____ Asthma    _____ Seizures    _____ Diabetes    _____ Heart Murmur    _____ Allergies


Other: ___________________________________________________________________________





Concussion History:   Yes____                       If so, last occurrence_____________





Please list any medications currently using ____________________________________________


_________________________________________________________________________________


Family Physician’s Name:___________________________________________________________


	Address  ___________________________________Phone __________________________















