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STATE JUNIOR PLAYER | MEDICAL AND DIETARY FORM  

Player Name:                            ............................................................................................................  

Date of Birth:                             .....................................  State Team:  ……………………………………………  

Parent/Guardian Name:        ............................................................................................................  

Address:                                    ............................................................................................................  

Phone:                                       (Home) ..................................... (Mob)                                               

Emergency Contact 1:           ............................................................................................................  

Emergency Contact Phone: (Home) ..................................... (Mob)                                               

Emergency Contact 2:           ............................................................................................................  

Emergency Contact Phone: (Home) ..................................... (Mob)                                               

MEDICAL DISCLOSURE: 

Team Managers / State Coaches have the responsibility and the right to treat minor injuries during the 

tournament.  Any serious injuries or illness will be referred to a medical practitioner and the 

parent/caregiver or emergency contact will be notified immediately.   

Please circle if applicable: 

Muscle Pain                                                   ADD/ADHD    

Impairment                                                    Vision Problems 

Anxiety/Depression                                     Hypoglycemia 

Diabetes                                                       Sleep Problems 

Respiratory Problems                                    Speech Problems 

Hearing Problems                                         Blood Disorders 

Epilepsy                                                         Asthma (If yes, please provide copy of Asthma Plan) 

Is your child allergic to sports tape?  YES / NO 

Has your child suffered from any concussion related injuries?  YES / NO  

If yes, how many times? …………….. 
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Is your child taking any medication?  YES / NO   

Full Name of Medical & Dosage:  …………………………………………………… 

 
Other: 

Please provide further information about the nature of any medical illnesses circled; please include the 

degree of severity, treatment and/or medication required: 

..................................................................................................................................................................  

..................................................................................................................................................................  

..................................................................................................................................................................  

..................................................................................................................................................................  

Are there any special dietary needs that we need to cater for?:   YES / NO 

(This does not include dislikes but would include allergies/cultural beliefs etc.) 

……………………………………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………………………………... 

Please comment about the nature of dietary need requirements, including the degree of severity, 

treatment and/or medication required. 

..........................................................................................................................................................................

.........................................................................................................................................................  

Is there any other information about your child that we should know, to ensure that they are not at risk 

emotionally or physically? 

.................................................................................................................................................................. 

.................................................................................................................................................................. 

.................................................................................................................................................................. 

 
AMBULANCE SUSCRIPTION:  YES / NO     POLICY NUMBER:  ……………………………………. 

MEDICARE NUMBER:  ………………………………… PRIVATE HEALTH INSURANCE:   YES / NO 

 
SIGNATURE: 
 
(Parent / Guardian): …………………………………………………………………..    Date: ……………………………………… 


