BROOKS RINGETTE CLUB
Emergency Medical Form
Name: _______________________________________________________________________
Address: ______________________________________________________________________
Telephone: _________________________            Cell: _________________________________
Date of Birth: _______________________             AHC #: _______________________________
Additional Medical Coverage: _____________________________________________________
Alternate Contact: _______________________      Relation to child: ______________________
Telephone: __________________   Address of above: _________________________________
Family Doctor: _____________________________     Telephone: ________________________
RELEVANT MEDICAL HISTORY:
Medications: __________________________________________________________________
Does player carry and know how to administer own medication?   Yes _______    No ________
Allergies (Food/Beverage/Drug/Antibiotics): ________________________________________
Date of Last Tetanus Shot: ________________________________________________________
Previous Injuries: _______________________________________________________________
Major Operations: ______________________________________________________________
Contact Lenses/Glasses:      Yes ______       No ______    Type: ___________________________
Does the player have any learning disabilities? If so, what is the disability? ________________
______________________________________________________________________________
Describe any medical problems that the coaching staff of this team should be aware e.g. epilepsy, diabetes, mononucleosis, etc. ______________________________________________________________________________



