
MEDICAL INFORMATION
(Please Print)
Name/Team: __________________________________________________________________

My insurance company name is: ______________________________________________________

My family doctor is: _________________________________________________________________

Doctor’s phone number is: ___________________________________________________________

My family dentist is: ________________________________________________________________

Dentist phone number is: ____________________________________________________________

Should an injury occur, I wish you would contact: _________________________________________

His / Her phone number is: ___________________________________________________________

If there IS a choice, the hospital that I prefer to be taken to:

________________________________________________________________________________

Hospital phone number is: ___________________________________________________________

Please list out any allergies, medical conditions and medications:

________________________________________________________________________________


Player Signature: __________________________________ Date: ___________________________

Parent / Guardian Signature: _________________________ Date: ___________________________

Coaches must verify that above information is correct to the best of their ability.

Coach or Coordinator Signature:_______________________​​​​​__________ Date:_________________

COACHES MUST CARRY A COPY OF THIS FORM TO ALL GAMES

And a copy must be returned to SSIDL prior to any athletic participation
