Livingston Soccer Club

Medical Information form

Function:   Fall In-Town Recreation Program

Player’s Name






 U.S. Citizen  Yes

  No 

Address:












City/State/Zip Code:











Birthdate:



 Sex:

 Social Security Number: 



Mother Home Phone: (
)

 Work Phone: (
)
        Cell(       )                    .

Father Home Phone:  (          )                         .Work(          )                               . Cell(         )                  .
Emergency Phone Number Other Than Parent or Guardian:

Name: 







 Phone: (
)



Primary Medical Insurance Company:








Policy Number:











Known Allergies or Other Pertinent Medical Information:













































I grant





 and/or 







(Name of Head Coach)



(Name of Assistant Coaches)

permission to act as my surrogate for my child in the area of obtaining medical treatment by a doctor of medicine or dentistry.  I also assume the financial responsibility for any medical treatment for my child.

Signature of Parent/Guardian:






 Date: 




