
 

PLAYER MEDICAL INFORMATION 

Player’s Name D.O.B (DD/MM/YR) 
 

Address 
 

Tel# Emergency Contact (Name & Phone) 
 

Parent/Guardian Name Cell: 
 

Parent/Guardian Name Cell: 
 

Family Dr: Phone: 
 

IMPORTANT 

Is the Player allergic to any drugs, if so what? 
 

Does the Player have any other allergies? 
 

Does the Player suffer from any serious illness?  
Asthma ___  Diabetes ____  Epilepsy ____  Others: 

Is the Player on regular medication? What? 
 

Does the Player wear glasses/contacts?  ____ If so, are they Sports Glasses? ____ 

Has the Player ever had a Concussion? 
If so, when? 
 

Any other relevant information? 
 

 

Signed  ________________________________________ 

Date  __________________________________________ 


