   East Windsor Soccer Club




Medical Information/Treatment Authorization

 ALL FORMS ARE TO BE SUBMITTED TO COACHES BEFORE PRACTING 

NOTE:  ALL COACHES MUST RETAIN COPIES OF EMERGENCY FORMS FOR  

EACH PRACTICE AND GAMES 

	Players Name: _________________________________________________________

Street: ______________________ Town: ______________   Zip: _________

Date of Birth: ____/_____/______   Age: ______ Gender: ______ Telephone: ___________




  
     Medical Information
	Please describe any medical problems (including allergies to food, medicine, and plant/animal or insect toxin), physical restrictions, and medication requirements applicable to the above named player. 

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Personal Physician: _____________________ Telephone: _____________________

Health/Accident Insurance: _________________ Policy Number _______________




    Authorization for Medical Treatment 
If a parent or legal guardian cannot be reached, in an emergency notify:

Name: ______________________________    Relationship: _____________________

Street: _______________________ Town: ____________

Telephone: ________________    Work: _________________

In case of my unavailability, I hereby give my permission to my child’s East Windsor Soccer Club team coach or his designee to obtain emergency treatment for my child named above.

Yes or No.  

Parent or Legal Guardian Name: _________________________________

Address: _________________________   Telephone: ____________________

____________________________

Parent or Legal Guardian Signature:  

Date: _________________

