FJVC  Information and Medical Release Form
  Participant’s Name: ____________________________           2016 USAV Age Division :_________________
  Birthdate:____________   Age:______	Grade:__________	 
  Parent/Guardian Name(s): ____________________________________________________ 
  Parent(s)  Email: _______________________________        ________________________________
  Parent(s) Cell #s: ______________________________         ________________________________
  If I am not available in the event of emergency, I authorize you to contact the following person(s):
 
 Emergency Contact Name: __________________________    Phone #:____________________________
[bookmark: _GoBack]
[image: ]
Insurance Information:
  Primary Physician’s Name:___________________________________
  Primary Physician’s Phone #:_________________________________
  Health Insurance Carrier: ____________________________________
  Group#/Policy#:____________________________________________
   Medical Information:
  Please list any allergies:     
  Please list any medical conditions/injuries for which you are under a doctor’s care or that would  prevent  you from 
  participating:
***THIS FORM MUST BE COMPLETED AND RETURNED PRIOR TO PARTICIPATION***
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