
Columbia Interfaith Basketball League

EMERGENCY INFORMATION & CONSENT
 (ONE FOR EACH ATHLETE)

Athlete’s Name __________________________________ Nickname _____________________________

Address_______________________________________________________________________________

Phone ____________________ Work Phone ____________________ Email _______________________

Father’s
Name ________________________________________________________________________________

Address ______________________________________________________________________________

Employer _____________________________________________________________________________

Phone ____________________ Work Phone ____________________ Email _______________________

Mother’s Name ________________________________________________________________________

Address ______________________________________________________________________________

Employer _____________________________________________________________________________

Phone ____________________ Work Phone ____________________ Email _______________________

Family Medical Insurance:

Carrier ___________________________________ Group ______________________________________

Policy# ___________________________________ Group#_____________________________________

Family Physician’s Name ________________________________________________________________

Physician’s Address _____________________________________________________________________

Physician’s Phone___________________________________ Email_______________________________

Allergies (list): _________________________________________________________________________

Medical Conditions (list) __________________________________________________________

I/we hereby grant consent to any and all health care providers designated by _________________________
                                                                                                                              (organization’s name)
to provide my child ______________________ any necessary medical care as a result of any injury/illness.
                                                (name)
This consent includes First Aid and transportation to/from health care providers.

_______________________             ________________________________________________________
Date                                                    Guardian’s Signature
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