ECVTS-WEST CALDWELL TECH ATHLETIC DEPARTMENT EMERGENCY MEDICAL AUTHORIZATION (FORM #1) 
This form must be made available by the coach at all team practices and contests for each team member to insure proper medical treatment by physicians or hospital in the event of serious injury. 


Fall Sport ______________________________________

PLEASE PRINT IN BLACK INK 





Winter Sport ____________________________________

Spring Sport ____________________________________

Athlete’s Name _______________________________________ Grade _______ Sex ________ Birth Date ___________________ 

Place of Birth ________________________________________ Student ID#__________________________________________ 

Father’s Name _____________________________________________________Business Phone__________________________ 

Father’s Cell Phone: ________________________________ Mother’s Cell Phone: ______________________________________ 

Mother’s Name ____________________________________________________ Business Phone __________________________ 

Home Address ___________________________________City___________________ Home Phone________________________ 

E-Mail Address___________________________________________________________________________________________ 

In the event the parents cannot be contacted, please contact: Name: ______________________________________________ 

Relationship_________________________________________ at phone # ____________________________________________ 

Second alternate contact: Name: ____________________________________________________________________________ 

Relationship_________________________________________ at phone # ____________________________________________ 

I hereby give my consent for medical treatment deemed necessary by physicians designated by school authorities and/or for transportation to a hospital emergency room for treatment for any illness or injury resulting from his/her athletic participation. 

Preferred physician _________________________________________________________________________________________ 

Preferred hospital __________________________________________________________________________________________ 

I understand this authorization will only be enforced when I cannot personally be contacted and provide for immediate treatment. 

Signed___________________________________________________ Date ___________________________________________ 

                                              (Parent or Guardian) 

Please do not write below this line

_______________________________________________________________

FOR ECVTS OFFICE USE ONLY

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Sports Physical __________ 






School Nurse’s Initials ____________
