HOCKEY SA STATE TEAM CONTACT DETAILS AND MEDICAL INFORMATION FORM

CONTACT DETAILS AND MEDICAL FORM – UNDER AGE
	
	SURNAME
	
	
	

	NAME (as per photo ID)
	     
	

	
	CHILD’S NAME
	SEX
	DATE OF BIRTH
	

	
	     
	     
	     
	

	

	POSTAL ADDRESS
	     
	

	
	     
Post Code:      
	

	
	HOME
	WORK
	MOBILE
	

	PHONE NUMBERS
	     
	     
	     
	

	
	
	
	
	

	EMAIL ADDRESS
	     
	

	
	
	
	
	

	
	
	
	
	

	PARENTS / GUARDIANS

	NAME (1)
	     
	

	
	
	
	
	

	ADDRESS
	     
	

	
	     
Post Code:      
	

	
	
	
	
	

	PHONE NUMBER
	Home:      
	Work:      
	

	
	
	
	
	

	MAIN LANGUAGE SPOKEN
	     
	

	
	
	
	
	

	NAME (2)
	     
	

	
	
	
	
	

	ADDRESS
	     
	

	
	
	

	
	
	
	
	

	PHONE NUMBER
	Home:      
	Work:      
	

	
	
	
	
	

	MAIN LANGUAGE SPOKEN
	     
	


	
	
	
	
	

	
	
	
	
	

	EMERGENCY CONTACT PERSON (if parents/guardians cannot be reached)

	NAME
	     
	

	
	
	
	
	

	ADDRESS
	     
	

	
	     
Post Code:      
	

	
	HOME
	WORK
	MOBILE
	

	PHONE NUMBERS
	     
	     
	     
	

	
	
	
	
	

	RELATIONSHIP TO PLAYER
	     
	

	
	
	
	
	


	
	
	

	DOCTOR’S NAME
	     
	

	
	
	

	ADDRESS
	     
	

	
	
	

	
	
	

	PHONE NUMBER
	     
	

	
	
	

	MEDICARE NUMBER
	     
	

	
	
	

	PRIVATE HEALTH FUND
	     
	

	
	
	

	MEMBER OF AMBULANCE FUND
	 FORMCHECKBOX 
  YES        FORMCHECKBOX 
   NO
	

	
	
	


	MEDICAL HEALTH INFORMATION

	
	Does your child have an impairment or disability?  If yes,  what form does this take (eg physical/mental/hearing/visual etc)
	

	
	     
	

	
	
	

	
	
	

	
	
	

	
	Are there any physical limitations or medical conditions relevant to your child?
	

	
	     
	

	
	
	

	
	
	

	
	
	

	
	Is your child on medication or require treatment?  Please give specifications.
	

	
	     
	

	
	
	

	
	
	

	
	
	

	
	Does your child suffer allergies of any kind?  (please include food, drugs and bees/grass etc)
	

	
	     
	

	
	
	

	
	
	

	
	
	

	
	Have you had any Musculoskeletal Injuries in the past 12 months? (please list, eg muscle strains, fractures etc)
	

	
	     
	

	
	
	

	
	
	

	
	
	

	
	Any other relevant medical information
	

	
	     
	

	
	
	

	
	
	

	
	
	

	
	
	


	MEDICAL ATTENTION IN CASE OF AN EMERGENCY

	In case of an accident or emergency every effort will be made to contact the parents/guardians prior to taking action or seeking treatment.
In the event of my child requiring urgent medical treatment, I authorise the care providers and staff to obtain medical assistance which they deem necessary, and agree to pay all medical and transport costs incurred on behalf of me.

I further authorise qualified practitioners to administer anaesthetic if the need arises.


	NAME
	     
	

	
	
	

	SIGNATURE
	
	

	
	
	

	
	
	

	
	
	

	OTHER RELEVANT INFORMATION

(eg religious practices that may be relevant)
	     
	

	
	
	

	
	
	

	
	
	

	FORM COMPLETED BY
	     
	

	
	
	

	SIGNED  (parent/guardian)
	
	

	
	
	

	DATE
	     
	

	
	
	


Privacy Statement: Hockey SA collects information about you to provide services to you, and to facilitate your involvement in the game of hockey, conduct marketing activities and market research.  If the information is not provided Hockey SA may not be able to provide the service requested.  Hockey SA may disclose your non-sensitive personal information to uniform suppliers, sponsors, and to those organisations required by law.  

Please return this form to Hockey SA Operations Coordinator, Sue Stephen

via: 
Scan and email: sue.stephen@hockeysa.com.au


Post: PO Box 56, Enfield Plaza, SA 5085


Fax: (08) 8349 4873







Medical Form - Underage  2010

