WEST BRIDGFORD MONARCHS HOCKEY CLUB
MEDICAL INFORMATION FORM
	Patient’s name:
	
	Date of Birth:
	
	Age:
	

	
	
	
	
	
	

	Male / Female
	
	
	
	
	

	
	
	
	
	
	

	Address:
	

	

	

	

	
	Post code:
	

	

	
	

	Full nature of disability and degree. (BLOCK CAPITALS PLEASE)
	

	

	

	

	

	

	Any other conditions which might need attention whilst playing sport e.g. heart disease, diabetes, asthma or any other allergy. (BLOCK CAPITALS PLEASE)

	

	

	

	

	

	

	

	Type of medication, quantity, frequency which should be known, e.g. nature of injections or drugs, diet etc.  (BLOCK CAPITALS PLEASE)

	

	

	

	

	

	Any other information e.g. speech difficulties – incontinence – to guide those who will care for the patient

	

	

	

	

	

	

	In my opinion the above-named is / is not a suitable person to participate in fitness training, hockey practices and regular hockey matches.

	

	Date:
	
	Signed:
	

	
	
	
	(TO BE SIGNED BY DOCTOR OR PARENT IF DOCTOR UNAVAILABLE)

	
	
	
	

	Name and Address (BLOCK CAPITALS PLEASE)
	

	

	

	

	

	

	

	Contact Tel. No.
	


This form is available in different fonts/sizes etc on request from Rachael Fell / Bob Douglas.






