USA WRESTLING

PARENT'SINSTRUCTIONSON MEDICAL TREATMENT

PLEASE PRINT IN CAPITAL LETTERS

Wrestler'sName Date of Birth
Parent/Guardian Name Relationship
Address

Home Phone Work Phone

Please indicate another person to call it an accident occur s and we are unableto reach you:

Name Phone No.

I nsurance Company Policy No.

Family Doctor Phone No.

Isyour child presently on medication? If yes, please list medication (s):

Drug Sensitivities

Other Allergies

Date of your child'slast complete physical examination by a medical doctor

If thisis morethan one year ago, please complete the accompanying medical history questionnaire.

Pleaseread the alter native statements below and sign under the onethat you choose. Sign only one!

1. If my child needs medical attention, it ismy wish that | am contracted before any medical procedures
aretaken on my child, unlessimmediate treatment is necessary to save my child'slifeor to prevent
permanent injury.

Parent/Guardian Signature Date Signed

2. If my child needs medical treatment while participating, it ismy wish that thetreatment isstarted
while efforts are being madeto contact me. Sothat treatment isnot delayed, | consent to any
medical proceduresthat the physician believes are needed, on the under standing that effortsto
contact me will continueto bemade. | accept responsibility for all costsrelated to such treatment.

Parent/Guardian Signature Date Signed

Wrestler's USA Wrestling Card No.

Name of Club

Coach'sName Phone No.






