
MEDICAL CONTACT INFORMATION

Player’s Physician or Clinic Name:________________________________________
Phone #  (                )___________________________

Player’s Dentist or Clinic Name:__________________________________________  Phone #  (                )___________________________

MEDICAL CONDITION & HISTORY

Circle the appropriate answer on yes-no questions.  Please complete all questions.  

Allergies         
yes    no
Asthma
yes    no
Back Injury
yes    no     
Finger Injury 
yes    no

Convulsion Disorder
yes    no
Heart Disease
yes    no
Shoulder Injury
yes    no
Ankle Injury

yes    no

Epilepsy  
yes    no
Congenital Problems
yes    no
Elbow Injury
yes    no
Knee Injury

yes    no

Diabetes
yes    no
Head-Neck Injury
yes    no
Wrist-Hand Injury
yes    no
Other Injury

yes    no

If any of the above is answered YES, list all details and any other medical conditions of Player not mentioned above:_______________________

______________________________________________________________________________________________________________________

List any medications Player should NOT take:__________________________________   List allergies:___________________________________

List any medications player is currently taking:__________________________________   Date of Players last Tetanus Shot:__________________
MEDICAL INSURANCE INFORMATION

Medical Insurance Company Name and/or Plan Name __________________________________________________________________________     

Group No. of Plan______________________________________
   Identification No. of covered employee_________________________________

If covered by an Employer Plan or other type of Plan, list the name of the individual covered, or holding policy, and all other relevant information 

regarding insurance coverage:______________________________________________________________________________________________

______________________________________________________.  (A copy of the medical insurance information for league files may be required.) 

MEDICAL TREATMENT AUTHORIZATION

In case of accident, injury or serious illness of the player, I, the parent or guardian registering the player, state that I have authority to execute this Authorization and hereby make, constitute and appoint the player’s Thumb Area Football League coaches, and any other representative of the Thumb Area Football League, to be my attorney-in-fact to; act for me in my name, and in my place, to seek and obtain any and all reasonable medical and/or dental treatment of any type or nature for the player.  

I understand that the Thumb Area Football League does NOT have any insurance, which pays for the medical, dental and/or hospital costs that might be incurred on behalf of the player.  I hereby acknowledge that the above named player is adequately covered by the above insurance.  Consequently, I understand that any and all costs incurred for any treatment shall be my sole responsibility.  I further request that I be contacted as soon as possible after the accident, injury or serious illness.  In addition, I consent to the release of the insurance and medical information covering the player by my attorney-in-fact.  

I further certify that the above named player is medically fit and is able to participate as a player in Thumb Area Football League.  I understand that football is a contact sport and it is my sole decision as to whether or not the above named player obtains a medical examination before participating in this program.  This Authorization shall terminate after the TAFL playing season, applicable to this registration, has ended.
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