Black Swamp Benefit Oozeball Tournament

Emergency Medical Authorization Form

(Duplicate for every youth under the age of 18 playing in the event)

Name __________________________  Grade _______ Date of Birth _____________

Address ________________________________________ Phone (____) ________

Purpose: To enable parents and guardians to authorize the provision of emergency treatment for children who become ill or injured while playing in the BSB Oozeball Tournament, when parents or guardians cannot be reached.

Liability Statement:  In consideration of the acceptance of my child’s entry in the Oozeball Tournament, I hereby for myself, my heirs, executors and administrators, waive and release any and all rights and claims for any damages and losses which I may have against Black Swamp Benefit, Inc., the Fulton County Fair, and any persons or organizations connected with this event from all responsibility for any injury to person or property traveling to, participating in and returning from this event.  I am aware that competing in the BSB Oozeball Tournament could cause harm or injury to my body. 

Residential Parent or Guardian

Mother’s name _________________________ Phone (____) ____________




First

Last

Father’s name __________________________ Phone (____) ____________




First

Last

Other’s name __________________________ Phone ( ____) ____________




First

Last

Part I or II Must be Completed

Part I: To Grant Consent

I hereby give consent for the following medical care providers and local hospital to be called:

Physician ____________________________ Phone (____) ______________

Dentist ______________________________ Phone (____) ______________

Medical Specialist ____________________ Phone (____) ______________

Local Hospital _______________________ Phone (____) ______________


In the event reasonable attempts to contact me have been unsuccessful, I hereby give my consent for (1) the administration of any treatment deemed necessary by above-named doctors, or, in the event the designated preferred practitioner is not available, by another licensed physician or dentist; and (2) the transfer of the child to any hospital reasonably accessible.


This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists, concurring in the necessity for such surgery, are obtained prior to the performance of such surgery.


Facts’ concerning the child’s medical history, including allergies, medications being taken, and any physical impairments to which a physician should be alerted: ______________________________________________________

_________________________________________________________________________________
Date: ______________ Signature of parent/guardian _____________________________

Part II: Refusal to Consent

I do not give consent for emergency medical treatment of my child. In the event of illness or injury requiring emergency treatment, I wish the Black Swamp Benefit authorities to take the following action: ___________________________________________________________________

___________________________________________________________________________________

Date ___________ Signature of parent/guardian ___________________________________________

