
any and a11 medica1 attention to be administered to my chi1d _

(Chi1d's Name) In the event of accident, injury, sickness,etc., under the direction of

the person(s) 1isted be1ow, unti1 such time as I may be contacted. I a1so assume the

responsibi1ity for the payment of any such treatment. This re1ease is effective for

the period of one year from the date given be1ow.

HOMEPHONE:

INSURANCECOMP:

POLICY NUMBER:

my beha1f.

* COACH:

* ASST.COACH:

* MANAGER:

* A 1eague representative where my child is playing.

* Any tournament representative where my child is Participating in a tournament

PHYSICIAN:

ADDRESS:

PHONE:

KNOWNALLERGIES:

SIGNATURE(PARENT/GAURDIAN)


