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FORM IS TO BE CARRIED TO ALL SANCTIONED COMPETITIONS & PRACTICES.

2013.2014 USAV YOUTH & JUNIOR VOLLEYBALL PLAYER
MEDICAL RELEASE FORM

This muat be compleiad - logibly - and sign€d in all arBas by both the pley€r and his/her parent or guardian. I unde6tand and agree that this
document will ba k€pt in the pocs€ssion of au$odz€d adult bam pEr€onnel and that reasonable csre will b€ used to keep his inbmation
confidgntial. By sbohtg ttfu lo'zn tl,€ pdcpant atf,ms ,Evhrg td .rrd ,g tt b ,t e l''n's alrd carraLjor'6 ,Itbd Derou

Club: Team Name:

n Mab tr Female

Primary Contact Parent or Guardian
Name: Address:

City, State &Zip
Alternate Phone:

Secondary Contact tr ParenUGuardian BOther

Phone: Alternate Phone:

Primary Insurance Co

Family Physician Name

Primary Group/Policy #

Physician Phone

I

Please ehborate on anv medical conditions of which we should be aware:

Please list any Elbglllng currently being taken:

In the past 24 month, ha\re you b€en tested, diagnosed and/or treated for a crncussion: El Yes O No
lf yes, provide the date (months and year), who performed the testing/diagnosing/treatment and what was the outcome:

Please list any alleroies:

lf None. please write None.

Participant Signature
(regardless of age):

Partidpant, , has my permission to participate in taining'

compe$tion, e ional Volleyball Associatiom (RVAS). I approve
of th; leadsrs who will b€ in charge of this pogram. I recognize that the leadels are serving to the best of theh ability. I ceniry that the
participant has full medical insurance wfi the company listed abo\re. I understand and agree that this do@ment will b€ kept in the

boqee&ion of authorized adult team personnel and that r€asonable care will be used to keep this inbmation confidential. I agree to
allow the authorized adutt team p€rsonnel to retease hie inbrmation in the event of a medical emergency to a Olird party modical
provider. I also certify to th€ b€st of my knor,ledge thd the participant named her€on is ptrysically fit to engage in the adivities
describ€d above.

ParenUGuardian Signature:

Relationsh ip to Participant:

ll during the courEe of my daughte/s/son's aclivities in votleyball, sh€/he should become ill or sustain an injury, I hereby authodzo you

to obtain emergency medicaydental care. I will assume financial responsibility br the bills incurEd through my insurance company.

Signature: Date:
ParenUGuardian

I do not authorize emergency medical/dental care for my daughter/son.
Signature: Date:

ParenUGuardian

Date:

Date:

Revised 08/01/2013


