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                   Nova Iguacu USA


MEDICAL EMERGENCY AUTHORIZATION FORM

Player’s Name: ________________________________________________________________________

During the above named player’s participation in the Nova Iguacu F.C., I/we authorize the coaches, trainers, or chaperones to make decisions to proceed with any critical medical or surgical treatment required for his/her health and welfare, provided an attempt to notify me/us has been made.


___________________________________ 
      ___________________________________


Signature of Parent/Guardian

                                              Date


___________________________________ 
      ___________________________________


Signature of Parent/Guardian

                                               Date

In case of emergency, please contact:


___________________________________        ___________________________________


Name




                                           Phone


___________________________________        ___________________________________


Name




                                            Phone

If you wish to have your family physician consulted, if available in an emergency, please list his or her name and both office and residence phone numbers (include area codes):


___________________________________        ___________________________________


Name




                                          Phone(s)

The athletic trainers have my/our permission to give the above named player over the counter medications stocked in the medical training kits. ___ Yes ___No ________Initial

Medications currently being taken (include generic names), special instructions, etc.:

_____________________________________________________________________________________

Add pages if necessary.

Please return this signed original plus a copy to Nova Iguacu USA. 


