White Bear Baseball Association

Emergency Medical Authorization and Information

Child’s Name:__________________________________________  M  ____   F____  DOB:___________

Date of last Tetanus Shot:________________________________________________________________

Medications:___________________________________________________________________________

Medical conditions:_____________________________________________________________________

Allergies:_____________________________________________________________________________

Physician/clinic information:

Child’s physician and/or clinic name:_______________________________________________________

Address of physician/clinic:_______________________________________________________________

Telephone of physician/clinic:______(_____)________________________________________________

Hospital preferred:___________________________________________City:_______________________

Insurance carrier:_______________________________________Policy/group No.__________________

Parent/Guardian (please print)

Your name:____________________________________________________________________________

Address:______________________________________________________________________________

Home phone:__________________________ Business phone:___________________________________

AUTHORIZATION  TO PERMIT OTHERS to approve medical care to your child in your absence

I,_______________________________, parent or legal guardian of _________________________, 

hereby authorize and consent to allow the following: _____________________________________

___________________________________________ or others acting on their behalf to give consent 

on my behalf in the event that medical care appears necessary in their best judgment 

to my child, listed above  relating to  a medical condition, including injury or illness in my absence 

or in the event I am unable to be reached.  

____________________________________                Dated:_____________________________

Signature of Parent/guardian

