Medical/Emergency Contact Information Form

Rockridge Secondary School Athletics
School Team:__________________________________________

NAME OF CHILD:___________________________________________
AGE:_____________

(Please print)

First Name

Last Name


ADDRESS:_____________________________________________________


________________________________________________________

NAME OF PARENT/GUARDIAN:


____________________________________________________
PHONE:_____________



First Name

Last Name

FAMILY DOCTOR:_________________________________________
PHONE:_____________

MEDICAL INSURANCE CARRIER:__________________________________________________

NUMBER:_________________________________________
(Dep. No:_______________)

GENERAL HEALTH INFORMATION (Including specific meal requirements) : ______________________________________________________________________________________

Any allergies?

What:__________________________________________________________





Please specify food, drug, animal etc.

Is any regular medication to be given?_____________________________________________________

Do you know of any health factors or other factors which may affect the care of your child?  Please

be specific.

_____________________________________________________________________________________

Do you know of any health factor that makes it advisable for your child to not participate in a program with physical activity?

_____________________________________________________________________________________

If the answer is YES, please give all the details on the back of this sheet.

__________________________________________

SIGNATURE OF PARENT/GUARDIAN
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