Wallingford Lacrosse Club

Release Form for Medical and/or Hospital Treatment
Participant’s US Lacrosse NUMDer: ...... ..o,
Participant’'s Date of Birth: ..........c.coiii i,

L e hereby grant permission for the properly designated Wallingford Lacrosse Club

Personnel to administer emergency care on site or at Mid-State Medical Center, Yale-New Haven Hospital, or other such

facility rendered to my child..............ooooiii i while he is under their supervision/care.
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MEDICAL INSURANCE COVER:
Name of Company and POlICY NUMIDET: ... ... e e e et e e e ettt e e ettt et e aeneans

OTHER (Relative or Friend) EMERGENCY CONTACT (list two)
Name Relation Phone Number Email

MEDICAL HISTORY: (Fill in the blanks where applicable)
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Epilepsy/SeIizures .........ccoee i DT 011 (=
AStNIMA ... Bee Sting SeNSItiVItY.......ocvivir i
Relevant MediCal/SUIGICal HiStOrY ... ... ..o oo e et e e et e e et et e et et et e et e et e e e e et e reaneetereae e eaeneean

Daily Medication (name oOf drug and frEQUENCY) ... ... .. ettt et e et et e e et et e et e et et e e et e ae e e

DECLARATION

| assume responsibility for any medical bills which may be incurred. | further release Wallingford Lacrosse Club, US
Lacrosse and/or their representatives from responsibility for any problems that might arise as a result of medical care and
or treatment.

Parent /Guardian SIgNaAtUIE ..........c.ioiitie et e e et et e e et e e e e e e are e e e e eenan Date: ..oovviiiii i



