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______________________________________________________________________________________

P.O. Box 2728 Edwards, CO  81632        970-390-7994       866-618-1023 (fax)     registrar@vailsoccer.com
MEDICAL RELEASE

As the parent/legal guardian of ________________________________________, I request that in my absence the above-named player be admitted to any hospital or medical facility for diagnosis and treatment.  I request and authorize physicians, dentists, and staff, duly licensed as Doctors of Medicine or Doctors of Dentistry or other such licensed technicians or nurses, to perform any diagnostic procedures and x-ray treatment of the above minor.  I have not been given a guarantee as to the results of examination or treatment.  I authorize the hospital or medical facility to dispose of any specimen or tissue taken from the above-named player.


Date of Player’s Birth ____/____/____
Date of last Tetanus Booster ____ /____/____

Known allergies, including any allergies to medicine _______________________________________________
Other Medical Problems ___________________________________________________________________

Family Physician __________________________________________ Phone (______) _______ - __________

Name of Parent/Guardian___________________________________ Phone (______) _______ - __________

Person Responsible for Charges (If different from above) __________________________________________
Person to Notify if Parent/Guardian is Unavailable ________________________________________________


Primary Phone (______) _______ - __________   Secondary Phone (______) _______ - __________

Insurance Carrier _________________________________ POLICY Number _________________________

___________________________________________



__________________



           Signature of Parent/Guardian






  Date

MEDICAL HISTORY


PLEASE COMPLETE THE FOLLOWING:

If the answer to any of the following questions is or was yes, please describe the problem and its implications for proper first aid treatment in the “comments” section below.

Has the player had (or does he/she presently have) any of the following?  
Circle One



 Circle One

Head injury (concussion, skull fracture)
Yes
No
Impaired hearing

Yes
No

Fainting spells



Yes
No
Impaired hearing

Yes
No


Convulsions/epilepsy


Yes
No

Injuries to:


Neck or back injury


Yes
No
Shoulder


Yes
No

Asthma




Yes
No
Knee


Yes
No

High blood pressure


Yes
No
Ankle


Yes
No


Hernia




Yes
No
Arm


Yes
No

Kidney Problems



Yes
No
Fingers


Yes
No

Diabetes




Yes
No
Other: _____________________________

Heart murmur



Yes
No
Impaired vision

Yes
No

Currently taking any medications?

Yes
No


If so, please specify_________________________________________

Has the doctor placed any restrictions on any physical activity?



Yes
No


If so, please specify_________________________________________


Please use this section to explain any “yes” answers:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


