Mid Michigan Gymnastics, U.S.A.
Health Information

Gymnast name: _______________________________
D.O.B.:________________
Parent’s / Guardian name: ______________________________________________
Address: ______________________________ City: _______________ Zip: _________

Home ph #:____________________ E-mail:________________________________
Insurance Co: __________________________ Policy #:________________________
Family physician: __________________________ Ph #:_______________________

Preferred Hospital/Emergency Care: ______________________________________
Emergency contact if parents cannot be reached:

Name: _____________________________________

Home ph#:___________________________

Cell #:________________________________
Relationship: _______________________________

Allergies: ________________________________________________________________
Ashma: _________________________________________________________________
Physical problems: _______________________________________________________
Previous injuries: _________________________________________________________
Regular medications: _____________________________________________________
Any other medical conditions or situations MMG should be made aware of

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

Does Mid Michigan Gymnastics have permission to give your child over the counter pain reliever? If so what kind is preferred _________________________
________________________________ has my permission to participate in supervised gymnastics training and competitions at Mid Michigan Gymnastics.  I will notify MMG if there is a change in his/her health.

____________________________________

____________________

Parent/Guardian signature



Date

