
Westmanstown Gaels
  Juvenile Section of An Garda GAA Club

MEDICAL CONSENT FORM

This information will be given to Coaches

                   

MEDICAL CONSENT FOR:  (write child’s full name below)

NAME ________________________________________________
SCHOOL _____________________________________________

Does your child have any medical condition that our Coaches/Mentors 
should be made aware of? YES ___ NO ___
If yes please specify__________________________________________

Does your child have any allergies that our Coaches/Mentors should be 
made aware of? YES ___ NO ___
If "YES" Please specify  _______________________________________

Does he/she take any medication? YES ___ NO ___
If "YES" Please specify ________________________________________

I give my permission for my child to be brought to hospital if necessary
YES ___ NO ___

Should it be deemed that due to medical considerations, that my child 
would require constant supervision, it shall be my responsibility to 
provide qualified adult cover.

Signed and dated:____________________________________________

Home Address _________________________________________

 _________________________________________
       
Contact Tel. No.________________________________________

Mobile Ph No.    ________________________________________

Mobile Ph No.   _________________________________________


