SSA Dolphins Medical Release Form
I, __________________________, the parent or legal guardian of 
____________________________ who is my minor child, hereby authorize emergency medical treatment for my child in the event I cannot be contacted to give permission to treat. I understand I will be financially responsible for the cost of such treatment.

Emergency Contact: 

Name _____________________         Telephone______________________

                                                               Cell # ___________________

Name______________________          Telephone_____________________

                                                                 Cell #____________________

Any special medical information or medical conditions we should know of?

_______________________________________________________________________________________________________________________________________________________________________________________
