Maple Hill Youth Lacrosse

Authorization for Medical Treatment of Minors

As the parent or guardian of the minor(s) listed below, I do hereby authorize

Maple Hill Youth Lacrosse, its coaches or designees to act on my behalf in

authorizing medical care, dental care, surgical care, and/or hospitalization, and

requesting and obtaining treatment as necessary to assure the safety, health 

and well being of the minor(s) listed.

Name of Minor ______________________________Date of Birth________________
Name of Parent(s)/Guardian(s)____________________________________________
Emergency Contact: Name________________________________________________

Relationship________________________Phone________________________
Child’s Physician______________________________Phone____________________

Preferred Hospital or

Medical Facility (if available): _____________________________________________

Health Insurance Carrier: _________________________________________________
Policy Number: ________________________________________________________
Medical Needs, Allergies, or Restrictions: ____________________________________
______________________________________________________________________
I understand that this document shall be presented to a physician, dentist, or

appropriate medical representative at such time as medical care, dental care,

surgical care or hospitalization may be required.

________________________________________________________________
(Signature of Parent/Guardian)                                                                                           (Date)

________________________________________________________________

(Street Address) (City/Town) (State) (Zip Code)

________________________________________________________________

(Home Phone)/(Work Phone)/(Cell Phone)
