MEDICAL AUTHORIZATION
I am giving medical authorization to the O’KEIKI BASEBALL CLUB for medical treatment of my child:

PLAYER’S NAME: ______________________________________, in the event of injury, where immediate treatment is necessary by a doctor, other medical / emergency staff, or hospital.

PLAYER’S BIRTHDATE: ____________________

PARENT or LEGAL GUARDIAN (if under 18 years of age), otherwise Player Signature

___________________________________  _____________________________________

 Signature                                       


Name (printed or typed)

MEDICAL INFORMATION

Medical Insurance Provider: __________________________________________________

Address: _________________________________________________________________

City: ________________________________   State: _______   Zip Code:  ____________

Policy/Group Number: _______________ Holder Name / ID Number: ________________

Physician’s Name: _____________________________________________

Address: _________________________________________________________________

City: _________________________________   State: _______   Zip Code: ____________

Telephone Number: _______________________________

LIABILITY WAIVER
In consideration of my participation in the O’KEIKI BASEBALL CLUB, I agree to hold harmless and waive all liability claims against the O’KEIKI BASEBALL CLUB, their OFFICERS, AGENTS, EMPLOYEES and COACHES from any physical injuries or property damage that may arise from my participation in and/or travel to and from events and do affirm that my physical condition and health permit me to fully participate in the practice(s), game(s) and event(s) as a member of the O’KEIKI BASEBALL CLUB.  Further, I agree to bear all insurance and recovery costs related to physical injury and property damage that may result from my participation.

PLAYER’S NAME: ____________________________      Date: ____________________

PARENT or LEGAL GUARDIAN (if under 18 years of age), otherwise Player Signature

________________________________     _______________________________________

Signature                                       

Name (printed or typed)


