KWLAX MEDICAL INFORMATION / WAIVER

Form #2

Player’s Name:____________________ Social Security No.:_________________

Address: __________________________ Phone: ___________________________

DOB: ____________________________

Condition you had or are subject to:

YES   NO



 
YES   NO

Appendicitis 

____ ____ 

Chronic Infection 
____ ____

Allergy 

____ ____ 

Contact Lens/glasses 
____ ____

Heart Disease 

____ ____ 

Fainting 

____ ____

Hernia 


____ ____ 

Seizures 

____ ____

Hepatitis 

____ ____ 

Asthma 

____ ____

Head/Neck Injury 
____ ____ 

Use Inhaler 

____ ____

Bone and/or Joint Injury__ ____ 

Muscle Injury 

____ ____

Explain all items checked “YES”______________________________________

Allergies: (insect bites, poison ivy, medications, food, etc.) _________________

Medications currently taken: _________________________________________

Do we have your permission to give your child Tylenol or other OTC medication when needed?_____ 

Family Doctor:_____________________ Phone No.: ______________________

If you are unable to contact him/her, please accept this letter as your authority to use the doctor on call in the emergency room for any necessary emergency medical treatment.  If additional information is desired, please contact:

Father’s Name: ______________________ Phone: _______________________

Place of Employment: _________________ Phone: _______________________

Insurance: _________________ Group # ____________ Cert. # _____________

Mother’s Name: _____________________ Phone: _______________________

Place of Employment: ________________ Phone: _______________________

Insurance: _________________ Group # ____________ Cert. # _____________

IN CASE OF EMERGENCY, NOTIFY:

Name___________________________ Phone________________________

Name___________________________ Phone ________________________

Name ___________________________Phone ________________________

*PARENT OR GUARDIAN’S PERMIT*

I hereby give my consent for the above student to participate in Kingwood Lacrosse Club League.  I herewith grant permission for the Kingwood Lacrosse to secure medical services to the above named student if necessary.  I understand that neither Kingwood Lacrosse nor Humble I.S.D assumes any responsibility in case an accident occurs or are they responsible for any cost that may be incurred in treatment of an accident or illness.

__________________
 ____________________________________

Date 



Signature of parent or guardian

