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Williamsburg Lacrosse Club, Inc.
Williamsburg Warriors Team

Medical Release Form

PLEASE PRINT:

I hereby give my permission for my child (full name) ________________________________________________ to participate in all tryouts, practices and games for the Williamsburg Lacrosse Club/Williamsburg Warriors Team and to be transported to and from all such events.  I further give my permission for any and all medical attention necessary to be administered to my child in the event of an accident, injury, sickness, etc., in my absence until such time as I may be contacted.  This release is in effect through December 2012.  I also hereby assume the responsibility for the payment of any such medical treatment.

PARENT’S NAME: _________________________________________________

PARENT’S ADDRESS: ______________________________________________




    ______________________________________________



                ______________________________________________

HOME PHONE: __________________
CELL PHONE: _________________

MY MEDICAL INSURANCE COMPANY: ______________________________

MY POLICY NUMBER IS: ___________________________________________

IN CASE I CANNOT BE REACHED, THE FOLLOWING IS MY DESIGNATED REPRESENTATIVE:

NAME: _____________________________
___
PHONE: _________________

MY CHILD’S PHYSICIAN IS: _________________________________________

ADDRESS: _________________________________________________________


        _____________________________
PHONE: __________________

KNOWN ALLERGIES OR OTHER MEDICAL CONCERNS: ________________

___________________________________________________________________

DATE OF LAST TETANUS SHOT: _____________________________________

SIGNATURE OF PARENT OR GUARDIAN: ______________________________

DATE: ______________________

