Tweed Border Hockey Association Inc

Medical Information/Authority Form

In Confidence

Please complete this form and return to your Representative Team Manager.

NAME ____________________________________Date of Birth_______________

ADDRESS ___________________________________________________________

TELEPHONE NUMBER ____________________ MOBILE ___________________ 

Contact in case of emergency – Name  _____________________________________






Telephone number ___________________________

Doctor’s Name _________________________________________________________

Doctor’s telephone number _______________________
Medicare Number _______________________________   Expiry Date ______________________
Private Health Insurance Scheme _____________________________________________________

Private Health Insurance Membership Number __________________________________________

Ambulance Cover ____Yes/No _____    Coverage provider ________________________________

	
	Allergies
	Reaction

	1
	
	

	2
	
	

	3
	
	

	4
	
	

	5
	
	


I authorise the Manager of my representative team to obtain medical assistance, which is deemed necessary, and agree to pay all medical expenses incurred.

Players Signature 
__________________________________________ Date:  ______________
                                                   (If under 18 years of age Parent or Guardian to sign) 
