BALMY BEACH CANOE CLUB

MEDICAL and FAMILY INFORMATION FORM AND MEDICAL PERMISSION FORM

Surname: ________________________________ Given Name: ________________________________

Address: _______________________________________________________________________________

City: _____________________________________, ON,   Postal Code: __________________________

Phone: _________-__________-____________ Birth Date: Day _______ Month _______ Year _____

EMAIL ADDRESS _________________________________________________________________

CONTACT PERSON IF PARENT NOT AVAILABLE: ____________________________________________

RELATIONSHIP TO PADDLER: _________________________ 

PHONE: ________-________-___________

DOCTOR'S NAME: __________________________________

PHONE: ________-________-___________

DENTIST'S NAME: ____________________________________

PHONE: ________-________-___________

CONFIDENTIAL MEDICAL INFORMATION

 FORMCHECKBOX 
 Medical Conditions Requiring Attention: __________________________________________

 FORMCHECKBOX 
 Medications Required: __________________________________________________________

 FORMCHECKBOX 
 Allergies: ________________________________________________________________________

 FORMCHECKBOX 
 Last Tetanus Booster: ____________________________________________________________
 FORMCHECKBOX 
 Other Health Concerns: ____________________________________________________________
PERMISSION

This authorizes a Club/Team Official of the BALMY BEACH CANOE CLUB to have medical or surgical or dental aid administered.  I understand that it is my responsibility to keep the club management advised of any change in the above information as soon as possible, and that in the event no one can be contacted, club management will admit me to the hospital if deemed necessary.

I hereby authorize the physician and nursing staff of any Emergency Unit to undertake examination, investigation and necessary treatment of myself.

__________________________________________________________ DATE: ____________

SIGNATURE 
