Rockmart Athletics Medical Treatment Form
Name_________________________Sex_____Age_____Date of birth_________

Insurance Information: 

· Company Name_______________________________________________
· Policy Number_______________________________
Emergency Information:

· Allergies______________________________________________________

· Current Medication_____________________________________________
· Medical history(please describe any important part of your child’s medical history which might be important if first aid treatment should be required)_______________________________
___________________________________________________________________
· Name of physician______________________________________________

· Phone number__________________________

Emergency Contact Information:

· 1st Contact name________________________________________________
· Relationship______________________________

· Contact number___________________________
· 2nd  Contact name_______________________________________________

· Relationship______________________________

· Contact number___________________________

· 3rd  Contact name_______________________________________________

· Relationship______________________________

· Contact number___________________________

Permission Statement
I agree that, should it become necessary, medical first aid treatment may be rendered to my child as appropriate.
Parent/Guardian Signature:_______________________________________
