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Torphins Tennis Club 

Medical Release Form and Statement of Consent
Please ensure that a copy of this form is completed and returned to the Membership Secretary at: 
Torphins Tennis Club, Mary Ellmers, 3 Station Road, Torphins, AB31 4JF (Tel: 013398 82598)  Email: maryellmers@btinternet.com prior to you or your child/children taking part in coaching through the tennis club.
Parent/Legal Guardian’s Name:

Address:



Home Tel:  ___________________ Mobile No: ___________________  Work No: ______________________
Email: ___________________________________________________________________________________
	Name and Date of Birth (under 18s only)
	Please list all known medical conditions, including food allergies and/or drug allergies.  In addition, include any over the counter or prescription drugs taken regularly, also any recent operations or on going issues, which the tennis coach should be made aware of.

	
	

	
	

	
	

	
	


In an emergency, please contact: _________________________________________
Relationship to member: ________________________________________________
Home Tel No: ____________  Mobile No:______________ Work No: ____________

Alternative Contact : ___________________________________________________

Doctor’s Name: _______________________________________________________
Doctor’s Address: _____________________________________________________

Doctor’s Telephone Number: ____________________________________________

Statement of Consent: (to be signed by consenting adult/parent/legal guardian)
In the event of an emergency or non-emergency situation requiring medical treatment, I  ___________________________________ (please insert your name), hereby grant permission for any and all medical and/or dental attention to be administered to my child/children, in the event of an accidental injury or illness, until such time as I can be contacted.  This permission includes, but is not limited to, the administration of first aid, the use of an ambulance, and the administration of anaesthesia and/or surgery, under the recommendation of a  qualified medical personnel.
Signature: ____________________________________________________ Date: ______________________
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