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PLAYER MEDICAL RELEASE FORM 

Player Name: __________________________________________________  Date of Birth:  ______________________ 
 
Emergency Contact: 
 
Parent/Guardian Name and Phone Number:  _____________________________________________________________________________  
 
Parent/Guardian Name and Phone Number:  _____________________________________________________________________________  
 

In an emergency, when a parent or guardian cannot be reached, please contact: 

Name:  Phone:  
Alternate 

Phone:       

Name:  Phone:  
Alternate 

Phone:  

Allergies:  

Other Medical Conditions:  

Medical and/or Hospital Insurance Company:  Phone:  

Policy Holder:  Policy #:  Group #:  

INSURANCE NOTICE
has a $2,000 deductible on each claim.  The insurance company will pay 80% of the eligible amount after the deductible has been applied.  
The claimant is responsible for the other 20% of the next $10,000 to a maximum out of pocket cost of $3,000 per injury.  Parents/guardians are 
responsible for all medical costs incurred that are not covered by private and/or FYSA insurance.  AC DELRAY is not responsible. 

 
 
Recognizing the possibility of physical injury associated with soccer and in consideration for USSF/US Youth Soccer and its affiliates accepting 

y USSF/US Youth 
Soccer, its affiliated organizations and sponsors, their employees and associated personnel, including the owner of fields and facilities utilized 

grams and/or being 
transported to or from the same, which transportation I hereby authorize.   
 
My son/daughter is physically capable of participating in the Programs. I hereby give my consent to have an athletic trainer and/or doctor of 
medicine or dentistry provide my son/daughter with medical assistance and/or treatment and agree to be responsible financially for the 
reasonable cost of each assistance and/or treatment. 
 
 
 
 
 

Parent/Guardian 
Signature 

  
Date  

 

 


