WISCONSIN SPORTS ACADEMY
MEDICAL APPROVAL, EMERGENCY CONTACT, 

AND RELEASE FORM

PLAYER'S NAME: ________________________________    ADDRESS: ______________________________

CITY: ___________________________
   STATE: ____________   ZIP: ________

HOME PHONE NUMBER: ________________________   CELL NUMBER: ______________________________

BIRTH DATE: ____________ AGE: ______________  HEIGHT: ________________
WEIGHT: ______________
SIGNIFICANT PAST INJURIES: ___________________________________________________________________

______________________________________________________________________________________________
I AM NOT ALLERGIC TO ANYTHING: ______     I AM ALLERGIC TO THE FOLLOWING: 

__________________________________________________________________________________________

__________________________________________________________________________________________

FATHER'S NAME: ________________________  MOTHER'S NAME: ______________________________

FATHER WORK #:: _______________________  MOTHER WORK #: ______________________________

FATHER’S CELL #: _______________________   MOTHER’S CELL #: _____________________________

PERSON TO CONTACT IN AN EMERGENCY IF PARENTS ARE NOT AVAILABLE: 
NAME: __________________________ RELATIONSHIP: _______________________  

HOME PHONE #: _________________ WORK #: ______________________ CELL #: _________________________
EMERGENCY RELEASE AND AUTHORIZATION:
In case of an injury or other medical emergency, if my family physician cannot be reached, I hereby authorize _______________________ to be treated by another physician who is available.  I understand that Wisconsin Sports Academy LLC, and any of the coaches and/or volunteers will do their best to insure _______________’s safety but Wisconsin Sports Academy LLC is not covered by any insurance. I hereby release Wisconsin Sports Academy LLC, and any of the other coaches and/or volunteers, from any and all liability associated with participation in the Wisconsin Sports Academy camps or lessons. 

Date: ____________________


Parent/Guardian Name (PRINTED)____________________________


Parent/Guardian signature: _____________________________________________

Name of family physician: ____________________________  Phone #: ________________________

Hospital preference: _________________________________ 

Insurance Carrier: __________________ Card Number: ____________________

