2017 RIVERSIDE BALL ASSOCIATION

MEDICAL TREATMENT RELEASE FORM

PARTICIPANT’S FULL NAME: _______________________________________________BIRTH DATE: ___________ 

HOME ADDRESS ___________________________________ CITY __________________ STATE ____ ZIP _________

PARENT 1 FULL NAME: _____________________________________________________________________________

HOME PHONE: ___________________WORK PHONE: ______________________CELL PHONE:  ________________  

PARENT 2 FULL NAME: _____________________________________________________________________________

HOME PHONE: ___________________WORK PHONE: ______________________CELL PHONE:  ________________  

INSURANCE COMPANY AND CONTACT: __________________________________________________________

INSURANCE POLICY NUMBER: ___________________________________________________________________

PARTICIPANT’S PHYSICIAN: _______________________________________________________________________

PHYSICIAN’S PHONE: ___________________________ OFFICE NAME: ____________________________________

PARTICIPANT’S KNOWN MEDICAL CONDITIONS: ____________________________________________________

PARTICIPANT’S REGULAR MEDICATIONS: ___________________________________________________________

PARTICIPANT’S KNOW ALLERGIES (MEDICINES, FOODS, CHEMICALS, ETC.): ___________________________

I, _______________________________ (PARENT, GUARDIAN’S NAME) HEREBY GIVE PERMISSION FOR ANY

AND ALL MEDICAL ATTENTION TO BE ADMINISTERED TO (CHILD’S NAME) ____________________________

IN THE EVENT OF ACCIDENT, INJURY, SICKNESS, ETC.  UNDER THE DIRECTION OF THE PERSON(S) LISTED

BELOW, UNTIL SUCH TIME AS I MAY BE CONTACTED.  I ALSO ASSUME ALL RESPONSIBILITY FOR THE

PAYMENT OF ANY TREATMENT PROVIDED.  THE FOLLOWING PERSONS MAY ACT ON MY BEHALF:

COACH: ____________________________ HOME PHONE: __________________ CELL PHONE: ________________

COACH: ____________________________ HOME PHONE: __________________ CELL PHONE: ________________

OTHER:  ____________________________ HOME PHONE: __________________ CELL PHONE: ________________

OTHER:  ____________________________ HOME PHONE: __________________ CELL PHONE: ________________

SIGNATURE OF PARENT OR GUARDIAN: ______________________________________ DATE: ________________

Note to Parents:  WE WILL NOT KEEP THIS INFORMATION AFTER GAMES ARE OVER.  THIS WILL BE KEPT ONLY BY THE HEAD COACH IN CASE OF AN EMERGENCY.  OUR COACHES ARE VOLUNTEERS AND MAY NOT BE QUALIFIED TO GIVE MEDICAL ASSISTANCE.  THESE FORMS WILL BE RETURNED OR DESTROYED.  WE APPRECIATE YOUR COOPERATION IN HELPING US TO MAKE THIS A SAFE EXPERIENCE FOR THE PARTICIPANTS.

