
BROAD TOWN COLTS FOOTBALL CLUB 
MEDICAL FORM  

 
Please complete the following information for our records: 
 
Player Name: ………………………………………..    
 
Date of Birth: ……………………... 
 
Address: ………………………………………………………………………………………. 
 
…………………………………………………………………..Post Code: ………………... 
 
Tel. nos: (Home)  ……………………………(Mobile)………………...……………………. 
 
E-mail address............................................................................................................... 
 

 
Emergency Contact Name:  ………………………………………………………… 
 
Relationship to child:  …………………………………………………………………….. 
 
Telephone Number(s):  ……………………………………………………………… 
 
 

 
Family Doctor’s Name: ……………………………………………………………… 
 
Surgery address:  ……………………………………………………………………. 
 
Surgery telephone number:  ………………………………………………………... 
 

           
Does your child suffer with any allergies? ………Yes/No……… 
 
If Yes, please list ……………………………………………………………………………... 
 
Are there any medical conditions your child suffers from? ………Yes/No… 
 
If Yes, please list  …………………………………………………………………………….. 
 
Does your child require medication/inhalers?  …Yes/No…………. 
 
If Yes, please list  ………………………………………………………………………..…… 
 
Is your child up to date with all immunisations/vaccinations?  …Yes/No 
 
If No please give details:………………………………………………………….………….. 
 
Please give any other details you think the Team Manager should be aware of: 
 
………….. …………………………………………………………………………….. 
 
Parent/Guardian Signature: ……………………………………… Date:  ……………… 


