Medical Clearance and Information Sheet

Player Name:_________________________________

Birthdate:  ___________________________________

Age:  ___________________

Grade in school:  _________________

Physician

Doctor (or HMO) Name:  _____________________________

Address:  _________________________________________

City:  _______________________, Georgia

Phone:______________________

Medical Insurance 

Medical Insurer/Health Plan:  ___________________________ 

Policy #:  ______________________________

Dentist 

Dentist Name:  _____________________________________

Address:  _________________________________________

City:  ____________________________________________, Georgia

Phone:_________________________________

Dental Insurance

Dental Insurance Company:  ____________________________
Policy #:  __________________________________

Player  Current Medications and  Allergies
Current Medications:
__________________________________





__________________________________





__________________________________





__________________________________

Allergies:
____________________________________________



____________________________________________



____________________________________________

Player Current Medical Condition
___________________________________________________

___________________________________________________

___________________________________________________

Parent or Legal Guardian:

Name:  ____________________________________________________

Address:  ___________________________________________________

City:  __________________________________________,Georgia

Day phone:____________________

Evening phone:________________

Cell Phone/Pager:______________

Email:  ________________________

Other Adult to Notify in Case Parent or Legal Guardian Cannot Be Reached:
Name:  _____________________________________________________

Address:  ___________________________________________________

City:  ___________________________________, Georgia 

Day phone:____________________

Evening phone:________________

Cell Phone/Pager:_______________________________________ 

Email:______________________________________
In the event of an emergency, I request my child to be transported to 

__________________Hospital.

In the event of an emergency, I give authorization to contact EMS and request an ambulance for transportation to above hospital.

_________________Accept
_________________Decline

I, ________________________ (parent/guardian) fully agree an acknowledge complete personal liability if my child is injured during try-outs, practice, games and any other basketball-related activities.

Authorization and Consent of Parent or Legal Guardian:

I affirm that I have legal custody of the minor child indicated above. I give my authorization and consent to Campbell Jr. Basketball and/or their representative to authorize necessary medical or dental care for this child.  Such medical treatment shall be provided upon the advice of and supervision by any physician, surgeon, dentist or other medical practitioner licensed to practice in the state of Georgia.

I certify that my daughter/son is physically fit to participate with Campbell Jr. Basketball.  I further state that I will not hold Campbell Jr. Basketball or any staff liable for pre-existing illness or injuries as a direct result of participation of the program

_______________________________ 
_________________ 

Parent or Legal Guardian Name

Date
