
Participant Information Form
Mississauga Mustangs U14A Provincial Team
2014/2015 Season
All players must fill out the bellow form.  All information will only be used in case of a medical emergency and will not be shared.  All forms will be destroyed at the end of the season.
Participant Information
Name: _______________________________  Date of Birth: ___________________________
Full Address: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Sex:	 Female 	Male 		
Name of Family Doctor: ________________________________________________________
[bookmark: _GoBack]Address of Family Doctor: _______________________________________________________
____________________________________________________________________________
Health Card Number: ___________________________________________________________
Emergency Contact Information
	Contact
	Name
	Home Phone 
	Business Phone 
	Cellular Phone

	Mother 
	
	
	
	

	Father
	
	
	
	

	Guardian
	
	
	
	



Alternate Emergency Contact (only if parents/guardian cannot be contacted)
	Contact Relation
	Name
	Home Phone
	Business Phone
	Cellular Phone

	
	
	
	
	


 
Medications
Please list any medications that the player currently has and what they are for: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Health History Form
Player Name: ___________________________________________________
PLEASE CHECK OFF ANY CONDITIONS YOU CURRENTLY HAVE OR HAVE EXPERIENCED.
Does the player have any allergies: 	YES			NO
If yes please explain: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 (
Any Surgeries: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
) (
Muscle
neck
low back
middle back
upper back
shoulders L or R
legs L or R
knees L or R
feet L or R
arm/hand L or R
other
previous head trauma
) (
Skin
skin condition
Type
______________
bruise easily
previous head trauma
) (
Head/Neck
 
Headaches
vision problems
hearing problems
contact lenses
earaches
previous head 
trauma
previous head trauma
)
Head/Neck
	 Headaches


 (
Infection
herpes
hepatitis
plantar warts
tuberculosis
HIV
previous head trauma
)
a
 (
Additional Info: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
) (
Any pines, wires, artificial limbs, special equipment:
___________________
) (
Other
 
difficult 
digestion
bowel/G.I.
constipation/
diarrhea
liver
gallbladder
kidney
diabetes
sinus
arthritis
other
) (
Other Healthcare
Chiropractor
Massage Therapy
Athletic Therapy
Physiotherapy
Osteopath
Other
) (
Cardiovascular
 
blood pressure
circulation
heart disease
myocardial 
infraction
Dr. diagnosis
other
) (
Respiratory
chronic cough
asthma
shortness of 
breath
bronchitis
other
)
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