AUTHORIZATION TO CONSENT TO TREATMENT OF MINOR
We, the undersigned, parent(s) of _____________________________________ a minor, do hereby authorize YREKA CHARGER YOUTH FOOTBALL & CHEER as agent(s) for the undersigned to consent to any x-ray examination, anesthetic, medical or surgical diagnosis or any treatment and hospital care which is deemed advisable by, and is to be rendered under the general or special supervision of any physician and surgeon licensed under the provisions of the Medicine Practice Act of the medical staff of any hospital whether such diagnosis or treatment is rendered at the office of said physician or at said hospital.

It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required but is given to provide authority and power on the part of our aforesaid agent(s) to give specific consent to any and all such diagnosis, treatment or hospital care which the aforementioned physician in the best exercise of his judgment may deem advisable.

This authorization is given pursuant to the provision of §25.8 of the California Civil Code.

This authorization shall remain effective until the end of Yreka Charger Football 2011 season, unless sooner revoked in writing and delivered to said agent(s).

I hereby give my consent for the above named to compete in Yreka Chargers Youth Football and Cheer.

__________________________


___________________________________

Dated





Father/Legal Guardian

__________________________


___________________________________

Witness





Mother/Legal Guardian

Insurance Company___________________________ Policy or Group # ___________________________
MEDICAL EXAMINATION

Height _______________Weight _______________Blood Pressure _______________Remarks_______________
Heart ___________________________Lungs ___________________________Nose_________________________
Throat _________________________Teeth ________________________Abdominal_________________________
Hernia ________________________Skin __________________________Extremities_________________________
Feet ___________________________Ears _________________________Temperature_______________________

Examined by Dr._______________________

I hereby certify that _________________________________was examined by me on ________________, 2011 and found physically fit.

Physician Signature __________________________




Address ___________________________
Phone Number __________________
