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	YOUNG ATHLETES SECTION

During both the cross-country and the track and field seasons we shall be taking teams all over southern England. It is important that we have up-to-date information so that parents or guardians who do not travel to the meetings can be contacted in an emergency.

Please complete and return this form to one of the club coaches or team managers as soon as possible.

Athlete’s Surname: ………………………  First Name: …………………….
Date of Birth: …………………. Home Address: ……………………..
                                                                               ……………………...

                                                                               ……………………...

                                                            Post Code: ………………………

Home Telephone Number: ………………………………..

Mobile Telephone number: ……………………………….

In case of emergency please give an alternative contact name, address and telephone number (this may be a relative, neighbour or friend).

Name: ………………………………..

Address: ………………………………

               ……………………………….
               ……………………………….
Post Code: …………………………….
Home telephone Number: ……………………………….

Mobile Number: ………………………………………….
Relationship (if any) to the athlete: ……………………..


	MEDICAL INFORMATION
In case of emergency are there any medical conditions that we should know about? Please fill in the details below if there are any.

………………………………………………………………………………………………...

…………………………………………………………………………………………………

Does the athlete use an inhaler?  Yes/No

If the answer is YES, what type of inhaler is it? ………………………………………….

Is the athlete able to use the inhaler without supervision? Yes/No

Has the athlete been immunised against tetanus? Yes/No

If the answer is YES when was this done?  ………………………………………………..

DECLARATION

IN THE EVENT THAT MY SON/DAUGHTER…………………………. REQUIRES EMERGENCY MEDICAL TREATMENT I AUTHORISE THE TEAM MANAGER …………………….. OF WOODFORD GREEN ATHLETIC CLUB WITH ESSEX LADIES, TO SIGN ON MY BEHALF ANY CONSENT FORM REQUIRED BY A QUALIFIED MEDICAL PRACTIONER FOR SUCH TREATMENT.
Signed: ……………………………………………. ( Parent/Guardian)

Date: ………………………….
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