Mctro Lacrossc Lcaguc
Emcrgcncy Medical Form

5tuc‘ent Namc

Date of Birth / /

Parent/(Guardian Name

[Home Address

City State ZIF

Te]cphone Nigl‘)ttimc

If person named above is not available in the event of an emergency, noti{:q:

Name Relationship~~~__~~__~~~ Te[ephone'-__~_____
Fersona[ thsician Name Te[ephone ~~~~~~~~~~~~
Health Jnsurance Carrier Folicy#

Does the student have any of the Fo”owing medical conditions?

Asthma_____ Heart Disease_ Hemophilia_____
Allergies High Blood Pressure_ Other_______
Diabetes Fpilepsy____

" xplanations:

]s the student a”ergic to any medications? Yes,/ No

xplanations:
Exp

Any reason to restrict the students full Participation in|_acrosse? Yes,/ No

]( Yes, P]ease exp]ain:

]n case of emergency, ] understand every effort will be made to contact me. ]n the event ] can not be reacl’:ecl, l
hcrebg give my Pcrmission for alicensed Plﬂgsician to administer proper treatment inc[ucling hospita[ilation, x-rays,

]aboratory tests, anesthesia, surgery, and,/or medications for my child.

Parent/(Guardian 5ignaturc Date /S
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