Player Medical Information Sheet

Players Name: Date of Birth:

Adress: Postal: Phone:
Caregiver1: Phone: Work phone:
Caregiver2: Phone: Work phone:

Emergency Contact:

Name: City: Phone:
Doctors Name: Phone:
Dentist Name: Phone:

Please circle the appropriate response below pertaining to your child.

Tex No Previous history of concessions | Yes Mo Danbetic

Yas o Fainling episodes during exercise Yes Nao An illness Insting more thom a week in the past vear

Yes o Epilzpuc | YWes My Medicanon

Yes Mo Wears glesses | Yes Mo Allergies

s Mo Are lenses shatterproo!? Yot Mo Wears n medic alest bracelel or necklace

Yes Mo Wiears comact lenses Yis No Surgery in the last yeu

Yes Mo Hearnng problem | Ye= Mo Has been in hospital in the lest year

Yes Wi Astimn Yes Mo Haz had injuries requinng medical attention o the past vear
Yes Mo Irouble breathing during excroise s Mo Presently mmured

Yes Mo Heort Condition Yes Na Any condition that would interfere with participation i ningette

Please mive detinls below if you enswered “Yies™ Lo any of the above jflems

Use separate sheel o necessary

Madicntions

Allergics:

Medica] Comditioss:

Recenl Injurses ___Last Tedanus Shaa

Any mnibomaton not ooversd above

Dute of lnst complete plrysical examination 3 Year

Medical Services Authorization (optional)

In a situation when emergency medical or hospital services are required by the above named playver, and with the
understanding that every reasonable effort will be made by the team bench stafl or designate to contact me, my
signature on this form authorizes medical and/or hospital to administer medical and/or surgical services, including
anaesthesia and drugs. 1 pnderstand that any cost not otherwise covered by any health insurance coverage I might
have will be my responsibility.

Signaiure of Parent Date




