Form
ARCHDIOCESE
of MILWAUKEE 6145.2(a)

STUDENT ATHLETE: MEDICAL INFORMATION AND EMERGENCY CONSENT FORM

PARTICIPANT'S NAME:

ADDRESS:

CITY: ZIP:

PHONE:

PARENT/LEGAL GUARDIAN;

ADDRESS:

EMPLOYER:

HOME PHONE: CELL PHONE:

WORK PHONE:

OTHER EMERGENCY CONTACT PERSON;

PHONE: _

MEDICAL INFORMATION

FAMILY PHYSICIAN:

PHONE:

GROUP/ADDRESS:

HOSPITAL OF PREFERENGE:

INSURANCE INFORMATION

SUBSCRIBER:

GROUP NUMBER:

POLICY NUMBER:

COMPANY:

PRE-EXISTING MEDICAL CONDITIONS:

| authorize the coaching staff to provide emergency medical treatment of any injury to or iliness by my child if qualified medical
personnel consider freatment necessary. | further authorize any qualified, licensed physician to render medical treatment which

in his or her judgment may be deemed necessary in the care of (child's name)

PARENT/LEGAL GUARDIAN:

DATE:

PARENT/LEGAL GUARDIAN:

DATE:

By entering my full name, | aftest that this constitutes my legal electronic signature on this




