MifflinburgYouthWrestling___________________________________________
EMERGENCY INFORMATION

WRESTLER’S  NAME:____________________________________

PARENT/GUARDIAN____________________________________________________

ADDRESS:____________________________________________________________

_____________________________________________________________________

HOMEPHONE:_________________________________________________________

WORK # FATHER:____________________WORK # MOTHER:__________________

FAMILY DOCTOR:_________________________PHONE:______________________

FAMILY DENTIST:_________________________PHONE:______________________

PREFERRED HOSPITAL:________________________________________________

ALLERGIES:__________________________________________________________

DATE OF LAST TETANUS INOCULATION:__________________________________

MEDICAL PROBLEMS:__________________________________________________

CURRENT MEDICATION:________________________________________________

PERMISSION TO TREAT

I, (We) the parent/guardian(s) of _____________________________________ a wrestler of Mifflinburg Wrestling Club, give permission for a physician or dentist to treat my/our son/daughter, because of an emergency situation caused by injury or illness while he/she is participating in a wrestling activity and I (we) am (are) not there to authorize treatment.

SIGNATURE OF PARENT/GUARDIAN:______________________________________

DATE:________________________________________________________________

