WESTERN LOUDOUN RUGBY FOOTBALL CLUB, Inc

Medical Release and Care Form

Player: ________________________________ Age: ___ Date ___/___ /_____

To Whom It May Concern:

Permission is hereby extended to the bearer of this document for the purpose of getting all necessary medical care including but not limited to surgery and hospitalization for the player listed above. Please use the information listed below as needed.

Parent(s), Guardian(s), and other contacts 

Primary Contact

Name: _________________________________ Relationship: _____________________

Address: __________________________________________________________________

Phone: home _____________________ cell ___________________

Secondary Contact

Name: ________________________________ Relationship: ______________________

Address: __________________________________________________________________

Phone: home ______________________ cell___________________

Primary Physician

Name: ______________________________ Phone _________________________

Address: _______________________________________________________

Preferred Hospital: ____________________________________________________

Health Insurance Provider: __________________________________________

Group or Policy Number: ___________________________________________

Telephone number: ___________________

Medication: __________________________________________________________________

Allergies: ____________________________________________________________________

Special conditions or limitations: _________________________________________________

COMMENTS: ________________________________________________________________

________________________________________________________________

 

________________________________________

Parent or Guardian

