EMERGENCY MEDICAL AUTHORIZATION FOR SPORTS ACTIVITIES

Participant Name: [PARTICIPANT FULL NAME]

Participant Date of Birth: [PARTICIPANT DATE OF BIRTH]

Participant Address: [PARTICIPANT STREET ADDRESS]

[CITY, STATE, ZIP CODE]

Parent/Guardian Name: [PARENT OR GUARDIAN FULL NAME]

Parent/Guardian Relationship to Participant: [RELATIONSHIP]

Parent/Guardian Address: [PARENT OR GUARDIAN STREET ADDRESS]

[CITY, STATE, ZIP CODE]

Parent/Guardian Primary Phone: [PRIMARY PHONE NUMBER]

Parent/Guardian Alternate Phone: [ALTERNATE PHONE NUMBER]

Parent/Guardian Email: [EMAIL ADDRESS]

Organization/League/School Name: [ORGANIZATION NAME]

Sport or Activity: [SPORT OR ACTIVITY NAME]

Team or Program: [TEAM OR PROGRAM NAME]

Season or Session: [SEASON OR SESSION]

Effective Date: [EFFECTIVE DATE]

RE: Authorization for Emergency Medical Treatment of a Minor Participant

1. PARTICIPANT AND GUARDIAN INFORMATION
1.1 Participant Full Legal Name: [PARTICIPANT FULL NAME]
1.2 Participant Date of Birth: [PARTICIPANT DATE OF BIRTH]
1.3 Participant Sex: [SEX]
1.4 Participant Address: [PARTICIPANT STREET ADDRESS], [CITY, STATE, ZIP CODE]
1.5 Parent/Guardian Full Legal Name: [PARENT OR GUARDIAN FULL NAME]
1.6 Parent/Guardian Relationship to Participant: [RELATIONSHIP]
1.7 Parent/Guardian Address: [PARENT OR GUARDIAN STREET ADDRESS], [CITY, STATE, ZIP CODE]
1.8 Parent/Guardian Home Phone: [HOME PHONE NUMBER]
1.9 Parent/Guardian Mobile Phone: [MOBILE PHONE NUMBER]
1.10 Parent/Guardian Work Phone: [WORK PHONE NUMBER]
1.11 Parent/Guardian Email: [EMAIL ADDRESS]

2. EMERGENCY CONTACTS
2.1 Primary Emergency Contact Name: [PRIMARY EMERGENCY CONTACT NAME]
2.2 Primary Emergency Contact Relationship to Participant: [RELATIONSHIP]
2.3 Primary Emergency Contact Phone: [PRIMARY EMERGENCY CONTACT PHONE NUMBER]
2.4 Primary Emergency Contact Alternate Phone: [PRIMARY EMERGENCY CONTACT ALTERNATE PHONE]
2.5 Secondary Emergency Contact Name: [SECONDARY EMERGENCY CONTACT NAME]
2.6 Secondary Emergency Contact Relationship to Participant: [RELATIONSHIP]
2.7 Secondary Emergency Contact Phone: [SECONDARY EMERGENCY CONTACT PHONE NUMBER]
2.8 Secondary Emergency Contact Alternate Phone: [SECONDARY EMERGENCY CONTACT ALTERNATE PHONE]

3. PHYSICIAN AND MEDICAL PROVIDER INFORMATION
3.1 Primary Care Physician Name: [PRIMARY CARE PHYSICIAN NAME]
3.2 Primary Care Physician Practice or Clinic: [PRACTICE OR CLINIC NAME]
3.3 Primary Care Physician Phone: [PHYSICIAN PHONE NUMBER]
3.4 Primary Care Physician Address: [PHYSICIAN STREET ADDRESS], [CITY, STATE, ZIP CODE]
3.5 Preferred Hospital: [PREFERRED HOSPITAL NAME]
3.6 Preferred Hospital Address: [HOSPITAL STREET ADDRESS], [CITY, STATE, ZIP CODE]
3.7 Preferred Hospital Phone: [HOSPITAL PHONE NUMBER]
3.8 Medical Insurance Carrier: [INSURANCE CARRIER NAME]
3.9 Policy Number: [POLICY NUMBER]
3.10 Group Number: [GROUP NUMBER]
3.11 Policyholder Name: [POLICYHOLDER NAME]
3.12 Policyholder Relationship to Participant: [RELATIONSHIP]
3.13 Insurance Customer Service Phone: [INSURANCE PHONE NUMBER]

4. MEDICAL INFORMATION
4.1 Known Allergies (including medication and food allergies): [LIST ALLERGIES OR STATE NONE]
4.2 Current Medications and Dosages: [LIST MEDICATIONS AND DOSAGES OR STATE NONE]
4.3 Chronic or Ongoing Medical Conditions: [LIST CONDITIONS OR STATE NONE]
4.4 Prior Surgeries or Hospitalizations: [LIST OR STATE NONE]
4.5 History of Concussion or Head Injury: [YES/NO AND DETAILS]
4.6 History of Asthma or Respiratory Conditions: [YES/NO AND DETAILS]
4.7 History of Seizures or Neurological Conditions: [YES/NO AND DETAILS]
4.8 History of Cardiac Conditions: [YES/NO AND DETAILS]
4.9 History of Diabetes or Blood Sugar Conditions: [YES/NO AND DETAILS]
4.10 Bleeding Disorders or Anticoagulant Use: [YES/NO AND DETAILS]
4.11 Any Other Medical Conditions or Special Needs: [DESCRIBE OR STATE NONE]
4.12 Date of Last Tetanus Immunization: [DATE OR UNKNOWN]
4.13 Additional Information Relevant to Emergency Care: [DESCRIBE OR STATE NONE]

5. AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT
5.1 I, [PARENT OR GUARDIAN FULL NAME], am the parent or legal guardian of the participant named above and have legal authority to consent to medical treatment on the participant's behalf.
5.2 I authorize [ORGANIZATION NAME], its coaches, employees, volunteers, and agents to seek and obtain emergency medical care, including ambulance transport, emergency room treatment, diagnostic procedures, and necessary medical or surgical treatment for the participant when I cannot be reached in a timely manner.
5.3 This authorization applies when, in the reasonable judgment of the attending medical personnel or the organization's representative, delay in treatment could jeopardize the participant's health or well-being.
5.4 I authorize the attending physician, hospital, and other medical providers to render such care as they deem necessary, including anesthesia and surgery, if required in their professional judgment.
5.5 I understand that this authorization is given in advance of any specific diagnosis or treatment and is intended to permit prompt emergency care.
5.6 I understand that reasonable efforts will be made to contact me or the emergency contacts listed above before or during treatment, but that such efforts shall not delay necessary care.
5.7 I understand that I am responsible for all costs of medical care provided to the participant, including any amounts not covered by insurance.
5.8 I authorize the release of the participant's medical information to the organization and to treating medical providers as necessary for emergency care.
5.9 This authorization remains in effect for the season or session identified above, or until revoked by me in writing.

6. CONSENT TO RELEASE OF INFORMATION
6.1 I authorize [ORGANIZATION NAME] to share the medical information contained in this form with coaches, volunteers, and medical personnel as needed for the participant's safety.
6.2 I authorize treating medical providers to disclose information to me, the emergency contacts listed above, and the organization as necessary.

7. ACKNOWLEDGMENT AND SIGNATURE
7.1 I certify that the information provided in this form is accurate and complete to the best of my knowledge.
7.2 I understand that I should notify [ORGANIZATION NAME] promptly of any change to the information in this form.
7.3 I have read and understand this Emergency Medical Authorization and sign it voluntarily.

Parent/Guardian Signature: [PARENT OR GUARDIAN SIGNATURE]

Parent/Guardian Printed Name: [PARENT OR GUARDIAN FULL NAME]

Date Signed: [DATE SIGNED]

8. WITNESS

Witness Signature: [WITNESS SIGNATURE]

Witness Printed Name: [WITNESS PRINTED NAME]

Date: [WITNESS DATE]

9. ORGANIZATION USE ONLY

Received By: [ORGANIZATION RECIPIENT NAME]

Title: [RECIPIENT TITLE]

Date Received: [DATE RECEIVED]

Review Date: [REVIEW DATE]


Downloaded from www.printablelegaldoc.com
https://www.printablelegaldoc.com/
