MT. KISCO MAROONS JR. FOOTBALL LEAGUE

MEDICAL RELEASE FORM
Child’s Name:
















Last




First



M.I.
Address:

















Street





Town


Zip
Home Phone:




   Age:
  Date of Birth
/
/


Mother/Guardian’s Name:




  Work #:





Father/Guardian’s Name:





  Work #:




IN CASE OF EMERGENCY CONTACT:

Name:







  Phone #:





Relationship to Player:






Any allergies or medical problems?

  Explain:







Medicines child is taking (if any):










Child’s Doctor:






  Phone #:





Parent’s Doctor:






  Phone #:





Insurance Company:





  ID #:






I authorize an adult of the Mt. Kisco Maroons who resides in the State of New York to consent to any x-ray, examination, anesthetic, medical or surgical diagnosis or treatment, and hospital care to be rendered to the above named minor under the general or special supervision and on the advice of any physician or surgeon licensed to practice in the Continental United States, when the need for such treatment is immediate, and when efforts to contact me (us) are unsuccessful.

Mother/Guardian’s Signature:






  Date:



Father/Guardian’s Signature:






  Date:


