PARTICIPANT INFORMATION FORM

NOTE: MEDICAL INFORMATION IS CONFIDENTIAL

NAME:_____________________________________________________         BIRTH DATE:________________________

PARENT/GUARDIAN (1)________________________ PARENT/GUARDIAN (2)_________________________________

PHONE (1) DAY ________________________ EVENING:________________________ CELL:______________________

PHONE (2) DAY ________________________ EVENING:________________________ CELL:______________________

ALTERNATE CONTACT IN CASE OF EMERGENCY:_______________________________________________________

ALTERNATE’S  PHONE DAY: _____________________ EVENING:_____________________CELL:_________________

FAMILY DOCTOR:_____________________________________  PHONE:________________________________________

IMPORTANT MEDICAL HISTORY:_______________________________________________________________________

______________________________________________________________________________________________________

MEDICATIONS:_______________________________________________________________________________________

ALLERGIES:__________________________________________________________________________________________

PREVIOUS INJURIES:__________________________________________________________________________________

DOES THE PARTICIPANT CARRY AND KNOW HOW TO ADMINSTER HIS OWN MEDICATION(S)?





YES:_______________  NO:____________________

OTHER CONDITIONS (BRACES, CONTACT LENSES, ETC.):________________________________________________

_____________________________________________________________________________________________________
























