
                  Medical Consent /Application

                                                   Please Print
    www.CBDWC.org

  Name:                                                                              School Attending:                                              Grade:                  . 

Address:                                                                               City:                                                                    Zip:                  .

Phone:                                    Parent/Guardian Name:                                                  Work Phone:                                  .

Birth Date:                                               Age:                             Weight:                        Sex:                               .

Primary Insurance Company:                                                                 Policy Number:                                                     .

Family Doctor:                                                      Doctors' Address:                                                                                      .

Doctors' Phone (          )                __                                                  Fax:(          )                                                                  .
Parent or Guardian of minors must read and complete the following:
Hospitals in many states are obligated by law to delay medical treatment until the parents or guardian can be reached by telephone to initiate treatment. Such a delay can cause unnecessarily painful circumstances and can even be dangerous to the athlete particularly if the parent or guardian can not be reached immediately. To avoid such delays, the parent or legal guardian must check one of the options below and endorse the selection with their signature.

        If my child needs medical attention, it is my wish that I be contacted before any medical attention procedure is began, unless immediate medical treatment is necessary to save my child's life or prevent permanent injury, in which I   authorize all necessary treatment.

        If my child needs medical attention it is my wish that the necessary treatment be initiated while efforts are being made to contact me. So that treatment of my child will not be delayed, I consent to any medical procedures that the physician believes my child needs, with the understanding that efforts will continue to be made to reach me. I accept responsibility for all costs related to such treatment.

Taking medications?  Circle: YES or NO. If YES, please list medications:                                  ___                                .                                                                    
Drug Sensitivities or Allergies:                                                                                                                                                .
Special Medical Conditions:                                                                                                                                                    .
Please list another person to call if an accident occurs and we are unable to reach parent or guardian:

Name:                                                                                      Relationship to child:_________________________________

Phone:(____)________________Address:                                                                                                                                 .
I understand and appreciate the risks of serious injury that may occur in the sport of wrestling or in the course of preparing for, participating in traveling to or from the event, and that such activities may involve risks, including personal injury.  Knowingly, I voluntarily assume all such risks of loss and all legal financial responsibility therefore. I have reviewed the provisions in this document and understand its meaning and purpose to its fullest intent.

_______________________________________                   __________________________________________

Print Name of Participant




      Print Name of Parent or Guardian

_______________________________________                   __________________________________________

Signature of Participant
                        Date
                  Signature of Parent or Guardian                     Date
Virginia Elite Wrestling Club 


407 Roanoke St.


Christiansburg, VA 24073


540-382-4577





CHRISTIANSBURG BLUE DEMON WRESTLING 


407 Roanoke St.


Christiansburg, VA 24073


540-382-4577









