TRAVEL TEAM MEDICAL RELEASE FORM
In the event of an accident, injury or sickness, I hereby give my permission for any/all necessary medical attention to be administered to my child:  
(child’s name)  _______________________________________________________________

under the direction of the persons listed below.  I release the Wilton Soccer Association, its officials, volunteer team managers, co-managers, assistant managers, “parent on duty” and the persons listed below as “other”, from liability in the event of an injury.  I also assume the responsibility for payment of such treatment.   
THIS RELEASE IS EFFECTIVE FOR A PERIOD OF ONE YEAR FROM THE DATE BELOW:

MY ADDRESS IS _________________________________________________________
HOME PHONE (     ) ___________________ OFFICE PHONE (     ) ________________
HEALTH INSURANCE COMPANY _________________________________________                                                                         
POLICY NUMBER _______________________________________________________
In case I cannot be reached, any of the following is designated to act on my behalf:

COACH _______________________________OTHER___________________________
ASSIST. COACH _______________________OTHER ___________________________

OUR PHYSICIAN IS ______________________________________________________

ADDRESS _________________________________ PHONE NUMBER _____________
KNOWN ALLERGIES _____________________________________________________
SIGNATURE OF PARENT OR GUARDIAN ___________________________________
(Please sign in the presence of a witness)







   ___________________________________








(print name)

WITNESS

_______________________  Dated: _________________
_______________________

  (print name)

