
FATHER’S DAY FIESTA TOURNAMENT 

MEDICAL TREATMENT AUTHORIZATION 
 

Auth Form 5/15/25 

 

I hereby give my permission for any and all medical attention necessary to be 

administered to my child (Name) _________________________________ in the event of an 

accident, injury, sickness, etc., under the direction of the person(s) listed below, until 

such time as I may be contacted.  I also hereby assume the responsibility for payment 

of any such treatment. 

 
 
My Name is _____________________________________________________________ 

 
Address: ________________________________________________________________ 

 
Home Phone: (      ) ___________________ Work Phone: (       ) ___________________ 

 
My insurance company is: __________________________________________________ 
 

My policy number is: ____________________________________ 
 

 
In case I cannot be contacted, any of the following is designated to act in my behalf: 

 
1. Coach _______________________________________________________________ 
 

2. Assistant Coach _______________________________________________________ 
 

3. Any Tournament representative where my child is participating in the tournament. 
 
 

Our physician is: __________________________________________________________ 
 

Address: ________________________________________________________________ 
 

Phone: (      ) ___________________ 
 
 

Known allergies: _________________________________________________________ 
 

 
Signature (Parent/Guardian): _______________________________ Date: ___________ 


