“The Golfrats.com Junior Golf Program” at SkyView Golf
Sponsored by Golfrats.com
226 Lafayette Rd, Sparta, NJ 07871
CONSENT TO PARTICIPATE and MEDICAL RELEASE FORM

Name of Minor Child______________________________________________

Address _______________________________________________________

DOB ___________________________ Age _____________________

I/We, the undersigned parent(s) or legal guardian(s) of the above minor, know that I/we may not be available to authorize medical, dental, surgical care and hospitalization of said minor child and wish to appoint someone to act in my/our place if absent to give such authorization.  This authorization is intended to give “The Golfrats.com Junior Golf Program” staff and personnel (herein referred to as TGJC) the right to give consent and authorize emergency diagnostic procedures, medical, dental, surgical care and hospitalization, and also for diagnostic, medical, dental, surgical care and hospitalization that the designated deems advisable, and which the acting physician, dentist, or hospital personnel’s judgment may deem advisable.

I/we have put the pertinent medical facts, if any, on this form. The medical information is intended to help the doctor, medical staff and TGJC personnel decide which emergency treatment may be given, but is in no way intended to restrict the giving of authorization or consent by TGJC.  I/we understand that this form is in effect from the date signed and terminates upon the completion of the 2009 golf program by said minor. I/we understand it is our responsibility to inform TGJC of any changes to the minor’s medical information. I/we understand that this form also serves to as our consent and permission for said minor to participate in TGJC programs, private instruction and courses.  I/we understand that any golf equipment (golf clubs, balls, facility, etc.) used in a reckless or destructive manner that does not follow safety protocols outlined by TGJC staff on a daily basis, may result in injury or even fatality.
It is intended that this document be presented to the acting physician, dentist or appropriate hospital or medical representative at such time as medical, dental, surgical care or hospitalization should be required.  It is intended that the authorization relieve the acting physician, dentist, or other hospital personnel from any liability resulting from my/our failure to sign a consent or authorization to render required care.  It is the intent that TGJC shall act in my absence in making such decisions.

	Signature of Parent/Guardian
	
	Date________

	Signature of Parent/Guardian
	
	Date________

	Complete medical information on reverse side of form


Child’s Name  ________________________________________________________________

Parent/Guardian:
Home Phone ___________________________    Cell Phone ___________________________

Work Phone ___________________________     Cell Phone ___________________________

Parent/Guardian Address (if different from front)
__________________________________________________________________________
City __________________________________ State________________ Zip ____________

Home Phone ___________________________    Cell Phone ___________________________

Work Phone ___________________________     Cell Phone ___________________________

Date of Minor’s Last Tetanus Shot ________________________________________________

Allergies ___________________________________________________________________

Emergency Treatment _________________________________________________________

__________________________________________________________________________

Current Medications __________________________________________________________

Other Pertinent Medical History _________________________________________________

Accommodations required ______________________________________________________

Pediatrician Name ____________________________________________________________

Pediatrician Address __________________________________________________________

Pediatrician Phone ____________________________________________________________

Dentist Name _______________________________________________________________

Dentist Address _____________________________________________________________

Dentist Phone _______________________________________________________________

