(Side One
)                                                                 Saint Jude the Apostle School

    

                                  (2010-2011)

Sports Medical Information Form

(This form must be completed annually)

Participant’s Name  __________________________________________________

Address ___________________________________________________________

City ____________________  Zip _____________  Phone ___________________

Parent / Legal Guardian _______________________________________________

Address ___________________________________________________________

Employer __________________________________________________________

Home Phone ___________________  Work Phone ___________________

MEDICAL INFORMATION:

Family Physician: ___________________________ Phone ___________________

Group / Address _____________________________________________________

Hospital of preference: ________________________________________________

Insurance Info:  Subscriber: ______________________ Group #: ______________

Policy #: ______________________ Company: ____________________________

Medical problems: ____________________________________________________

Allergies:  __________________________________________________________

In the event of an injury or illness I/we grant permission to any and all health care providers designated by St. Jude School  to provide my/ our child _________________     

any and all necessary medical care related to the injury or illness.  I/we further understand that I/we will be contacted as soon as possible as to the medical emergency and be provided with all necessary information related to the medical emergency.

Signed this ____ day of __________________ 20___

_________________________________       _________________________________

Parent / Legal Guardian                                    Parent / Legal Guardian

Form 6145.2(a)  Required by Milwaukee Archdiocese                                           Please complete both side of this form.


