West Long Branch Sports Association


Medical Release Form

	Player Name:
	First
	Last

	Parent/Guardian

Name:
	
	

	Address:
	

	Date of Birth:
	Grade:
	Gender: M / F

	Emergency Contacts:

(Not a parent)

	Name
	Phone #

	
	
	


* I certify that I am the parent or legal guardian of the player named above and give permission for him/her to participate in West Long Branch Soccer Program. I affirm that my child does not have any medical condition that may be aggravated by playing any sports activity. I understand that there are risks playing Soccer. In the event of an emergency requiring medical attention, I, the parent/legal guardian, understands that an attempt will be made to contact me or emergency contacts. If I or emergency contacts cannot be reached, I give permission for treatment by a hospital or licensed physician. Any charges associated to injuries are to be submitted by me to my Insurance Company as the primary policy.

	PARENT’S / LEGAL GAURDIAN SIGNATURE:
	DATE:

	PLEASE PRINT PARENT’S/LEGAL GUARDIAN NAME:
	PHONE #:

	FAMILY PHYSICIAN AND TELEPHONE #:

	MEDICATIONS BEING TAKEN:

	ALLERGIC TO:

	MAJOR MEDICAL INSURANCE COMPANY:

	POLICY NUMBER:


