Pioneers Speed & Agility Camp

Medical Treatment Permission Form
In the event of an emergency occurs while my child____________________________

is on an Pioneers Speed & Agility Camp sponsored practice or trip, I grant permission to the team to take whatever action necessary, including notifying I (parent/guardian)_______________________ immediately. In the event that I cannot be reached, I herby authorize the coach, administrator, or and board member to give consent for my child, to receive medical treatment. 

Home Phone:___________________       Business Phone:________________________

Cell#:_________________                         Pager#_______________________________

Address:________________________________________________________________

City:__________________     State:_____________________      Zip Code:_________

Person to be notified other than a parent or authorization for consent to medical treatment, what procedures should be followed?

Insurance Company:_________________________  Policy #:____________________

Parent Signature:______________________________ Date:_____________________

Medical Information Circle One:

Heart conditions or diseases                                                          Yes               No
Diabetes                                                                                         Yes               No

Convulsions disorder                                                                     Yes               No 
Asthma                                                                                           Yes               No

Allergic to medication                                                                    Yes              No 

Allergic to insect stings                                                                  Yes              No 

List Allergies:____________________________________________________________

List any medication(s) currently receiving:_____________________________________

Date of last Tetanus shot:___________________________________________________

Additional medical information that may be helpful:______________________________

________________________________________________________________________
