Hatboro-Horsham Soccer Club

Medical Treatment Release

Player:  ________________________________ Date of Birth: ____________

Medical Allergies (e.g.: Penicillin, etc.): _________________________________

_____________________________________________________________

Medical Condition (e.g.: Diabetes, etc): _________________________________

______________________________________________________________________________________

Prescribed Medication (presently in use):_____________________________________

______________________________________________________________________________________


In the event of accident, injury, sickness or illness, which may occur while my/our child is under the supervision of one or any of the persons listed below, and as the parent/legal guardian of the above named player, I/We hereby give consent for any and all emergency medical care and/or treatment by a duly licensed Doctor of Medicine or Doctor of Dentistry.  This care may be given under whatever conditions are necessary to preserve the life, limb or well-being of my/our dependent.


In the event that I/we cannot be reached prior to treatment, the following are designated to act on my/our behalf:

1. Coach, or

2. Assistant Coach, or 

3. Team Parent, or 

4. A Club or League representative where my/our child is playing, or

5. A Tournament Official in any Tournament in which my/our child is playing.

Medical Insurance Company:  _____________________________________________________________

Policy Number: ____________________________________

Secondary Medical Insurance: _____________________________________________________________

Policy Number: ____________________________________

Father ____________________________  Home Ph:__________________ Work Ph: _______________

Address: ______________________________________________________________________________

Town:  __________________________________________ State:  ______   Zip Code: ________________

Mother:____________________________Home Ph: __________________Work Ph: _______________

Address: ______________________________________________________________________________

Town:  __________________________________________State:  ______   Zip Code: ________________

Emergency Alternate:  _____________________________________ Ph: ______/ ______/________

Family Doctor ______________________________________Ph: _____/_____/_______

Signature _________________________________ Relationship: ________Date: ______

