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Clubber’s Name ___________________________ Birthdate _______ Grade ____ Age ___   __________        ______

Clubber’s Name ___________________________ Birthdate _______ Grade ____ Age ___   __________        ______
     
Clubber’s Name ___________________________ Birthdate _______ Grade ____ Age ___   __________        ______

Clubber’s Name ___________________________ Birthdate _______ Grade ____ Age ___   __________        ______

Additional Handbooks and/or Uniforms: __________________________________________ 		     ______

												    Total:   _______
Address ____________________________________________________________________             	
		     	     
Home Phone: ______________________________ Cell Phone: _______________________ 

E-mail Address: _________________________________________________________________________

Home Church: _____________________________________   Brought by: __________________________

To whom it may concern:
As a parent and/or guardian, I authorize the treatment by a qualified, licensed, medical doctor of the above minor/minors in the event of a medical emergency which, in the opinion of the attending physician, may endanger his/her life, cause disfigurement, physical impairment, or undue discomfort if delayed.
This authority is granted only after a reasonable effort has been made to reach me.

Parent/guardian: ___________________________________ Relationship: __________________________

Family Physician: _________________________________________ Phone: _________________________

Insurance Co. ____________________________________________ Policy #: ________________________

Please list any medical allergies, chronic illnesses, or other conditions: ______________________________

________________________________________________________________________________________

________________________________________________________________________________________

Other contact in case of emergency:

Name: ____________________________________________ Phone: ________________________________

This release form is completed and signed with the sole purpose of authorizing medical treatment under emergency circumstances in my absence.

 Signed: ____________________________________________Date: ________________________________
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