
 
Anthony Micucci�s School of Goaltending 

 
Emergency Contact & Medical History Information 

 
Participant�s Name  _________________________________________________ Birth date ____________ 
 
Street Address  ____________________________________  City  _________________  Zip  ___________  

 
Father's Name  ___________________________________________________________________________ 
 
Home Phone (_____)____________    Cell/Bus Phone (_____)____________ 
 
Mother's Name  ___________________________________________________________________________ 
 
Home Phone (_____)____________    Cell/Bus Phone (_____)____________ 

 
Medical History Information 

* Indicates detailed information needed 
 
*Allergies  _______________________________________________________________________________ 
 
*Other Medical Conditions  ________________________________________________________________ 
 
Physician  ________________________________________________________________________________ 
 
Medical/Hospital Insurance Company  ________________________________________________________ 
 
Policy Holder's Name  ______________________________________________________________________ 
 
Policy Number  ___________________________________________________________________________ 

 
Emergency Contact Information 

 
In an emergency when parent/guardian cannot be reached or is not applicable, please contact the 
following: 
 
Name  ___________________________________________________________________________________  
 
Home Phone (_____)____________    Cell/Bus Phone (_____)____________ 
 
 
 
 
 
Participant�s Signature  ____________________________________________________________  
 
Parent�s Signature  ________________________________________________________________ 
(Parents/Guardians� Signature is required if participant is 17 years of age or younger) 
 
Date  _____________________ 
 
 

This form is to be retained by Anthony Micucci�s School of Goaltending 


