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ALTRINCHAM KERSAL RUGBY FOOTBALL CLUB Ltd 
Player Medical Information and Consent Form 2017-18
Player’s details:
First Name …………………......................................   Surname …………….....…………….............................
Address ……………………................................................................................................................................
...........................................................................................................................................................................
 ……………………………………….........................     Post Code ….………….......….....…..............................
Medical and Health Details (please delete as appropriate):
· Is your child up to date with all NHS recommended inoculations (Inc. Tetanus): YES/ NO
· Does your child require any medication during training or matches? – YES/ NO
· If yes, is your child able to use / take medication on their own without any supervision?  YES/NO
· Do you consider your child to have a disability: YES/NO
 If yes, what is the nature of the disability (please tick): 
	Physical impairment
	
	Visual Impairment  
	

	Learning Difficulty
	
	Hearing Impairment
	

	Other:


Does your Child suffer from any of the following (please tick):

	Asthma            
	
	Fainting
	

	Epilepsy
	
	Migraines
	

	Heart Problems        
	
	Diabetes
	

	Skin Problems         
	
	Allergies
	

	Other:


GP……………………………………………….......Address……………………………………………...................
……………………..............................................................................................................................................

..............................................................................................................Phone No.............................................
In case of emergency please contact:
Name……………………………………………........       Relationship to Player………….........................………
Mobile No: ………………………………………......       Other No: ………………………................….................    
I understand should medical treatment be necessary every effort will be made to obtain the consent of the emergency contact named above.  However, in emergency I authorise the Coach, Team Manager, First Aider or other club official to consent on my behalf to any medical treatment which a qualified doctor or nursing staff feels is necessary (this could include inoculations/blood transfusion/surgery or use of anaesthetics).
All information supplied will be confidential and held by the Team Manager and Safeguarding Officer.
Parents SIGNATURE........................................................................................................................
Paid date -


Cash - 


Cheque - 


Debit - 























