Consent to Treat/Medical History Form
This is to certify that on this date, I _________________________, as a parent or guardian of ________________________, (athlete participant), or myself as an adult participant, give my consent to MPCG Booster Club to obtain medical care from any licensed physician, hospital, or clinic for the above mentioned participant, for any injury that could arise form the participation in summer baseball/softball program.

[bookmark: _GoBack]If said participant is covered by any insurance company, please complete the following:

	Insurance Company:____________________________

	Policy Number:________________________________

PARENT/GUARDIAN/ADULT PARTICIPANT SIGNATURE:______________________DATE:______


Emergency Contact
Name:__________________________  Phone:____________________
Address:________________________________________________________
Physician Name:_________________________  Phone:__________________
Hospital of Choice:________________________________________________

Does participant have any current conditions or past medical history that should be disclosed, such as Asthma, High Blood Pressure, Allergies, Diabetes, etc?  If so please list.



______________________________________________________________________________
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