PARTICIPANT HEALTH INFORMATION FORM

Name of Participant: ___________________________________

Name(s) of Parents:
____________________________________

Date of Birth: ___________ / _____________ / ___________

Home Phone Number:  ___________ (alternate #) ___________

Alternative Contact: ___________________________________

Alternative Phone Number: ______________________________

Family Doctor: _________________ Phone #:________________

Hospital Insurance Number: ______________________________

Medications: __________________________________________

Allergies: _____________________________________________

Previous Injuries: _______________________________________

Does the participant know how to administer her own medications?

_______ Yes     or    _______ No

Other conditions:  (contact lenses, braces, etc.) ______________

NOTE:  Medical information is confidential and will be kept with the coach at all times.  This information will not be available to anyone other than authorized individuals.

