Wells Youth Basketball

Virginia Storm 

Medical Information Release

Player’s Name_______________________________

Team___________

Existing medical conditions, allergies, and medications:

Physician’s Name____________________________   Phone Number_______________

Insurance Company _______________________________________________________

Policy/Group Number ______________________________

Emergency Contact __________________________  Phone Number________________

Emergency Contact __________________________  Phone Number ________________

In case of an accident or illness I hereby authorize a representative of Wells Youth Basketball, Inc. to use his/her judgment in obtaining immediate medical care.

Parents will be notified in case of serious illness or injury as quickly as they can be notified.  This form will make immediate treatment possible.

________________________________________      
________________________


Parent/Guardian Signature





Date

Please attach a copy of your medical insurance card and attach to this document.

_______________________________

_____________________________

   
Athlete’s Signature





Date

