British American Football – Great Britain Junior Contact Registration Form

Signed by the player __________________________  Date ______________

	Surname
	

	Forename(s)
	

	Date of Birth
	

	Address 1
	

	Address 2
	

	Postcode
	

	Email
	

	Phone 1 and Phone 2
	

	Emergency Contact
	

	Relationship with Above
	

	Do you have a valid UK Passport?
	

	BAFA Number/Student ID.
	

	Team(s) Played For
	

	Name of Personal Doctor
	

	Contact for Doctor
	

	Do you have pre-existing Medical Conditions / medication?
	If so, please detail

	Have you any prior injuries?
	If so, please detail

	Are you under a Court Order?
	

	Can you swim?
	

	Do you have one or more of the following?

	Diabetes
	

	Asthma 
	

	Epilepsy
	

	Glasses or contacts
	If so, please state which

	Hearing aid
	

	Medical alert bracelet
	If so, please state what is on it

	Are you allergic to any medications?
	If so, please detail

	Have you any allergies?
	If so, please detail

	Any special dietary needs?
	If so, please detail

	Do you have any other requirements – based on other needs (i.e. religion / disability)?
	


FOR PLAYERS UNDER 18 YEARS OF AGE:






I hereby give permission for my Son /Daughter to participate in the activity/ies as defined above, and any related activities. 

I further give permission for my Son/Daughter to participate in activity/ies as defined above that may involve away trips and/or overnight stays on the understanding they are to be transported by licensed and insured personnel.
Please tick box if your Child will be making his/her own arrangements for travelling to and from the specified activity/ies.

I further authorise BAFA personnel to provide treatment of an injury to or illness of my son/daughter if qualified medical personnel consider treatment necessary and perform the treatment, including anaesthetic or blood transfusion. This authorisation is granted only if I cannot be reached and a reasonable effort made to do so. I understand the extent and limitations of the insurance cover provided

I agree to my Child being photographed or filmed for publicity or public relations in respect of the above activity/ies in compliance with the Data Protection Act and Child Protection guidelines.
I understand this Consent Form and agree to its conditions on behalf of my Son/Daughter.
Parent/Guardian Name: (BLOCK CAPITALS) _____________________ Relationship: _____________

Parent/Guardian Signature: 					 	Date: 			

Note: The medical profession takes the view that the parent’s consent to medical treatment cannot be delegated. This view is explicit in the Child Act 1989. Thus medical consent forms have no legal status and a doctor/nurse insisting on the consent of a parent to a particular treatment has the right to do so. For this reason we do not recommend insistence on parents signing the statement above. However, it can be a comfort to medical staff to have general consent in advance from parents or to have an adult on hand able to sign forms required by medical authorities. 
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