Medical Information Form

To be kept confidential 
	Players Name: 
	      
	Date of Birth: (MM/DD/YYYY)
	     

	MB Medical Number Family: 
	
	Individual PIN: 
	


	Family Doctor:  
	       
	Phone:
	     

	Family Dentist:  
	       
	Phone:
	     


	Parent or Guardian: 
	     

	Phone (H): 
	     
	Phone (W):
	     
	Phone (cell):
	     


	Parent or Guardian: 
	     

	Phone (H): 
	     
	Phone (W):
	     
	Phone (cell):
	     


	Emergency Contact: 
	     

	Phone (H): 
	     
	Phone (W):
	     
	Phone (cell):
	     

	Relation to the athlete: 
	     


	Allergies: 
	      
	Medications
	     

	Previous History of Injury (ies) or Concussion(s):       


	Does the player have any other medical conditions (Braces, Contact Lenses, Asthma, and ETC)? If no, leave blank.  If yes explain:      


Any medical condition or injury problem should be checked by your physician before participating in a ringette program.

I understand that it is my responsibility to keep the team management advised of any change in the above information ASAP. In the event of my absence, I hereby authorize the team management to undertake any required action necessary in the event that the player listed above requires emergency medical treatment and authorize any physician and/or nursing staff to undertake an examination, investigation, tests, surgery or any required treatment. I also authorize the release of medical information to appropriate persons when deemed necessary.
	The following exemptions will take precedence (blood transfusion, surgery etc):      


	Signed at: 
	      
	On this day (MM/DD/YYYY)
	     


	Witness:  
	       
	Parent/Guardian:
	     


Witness: ________________________
Parent_______________________






