
MECHANICSBURG SOCCER CLUB 
P.O. BOX 1332 MECHANICSBURG, PA 17055 

717.802.0652 
 

 

 

I hereby give my permission for any and all medical attention necessary to be administered to 
my child _____________________________in the event of an accident, injury, sickness, etc., 
under the direction of the person(s) listed below, until such time as I may be contacted. I also 
hereby assume the responsibility for payment of such treatment. 

My Name ____________________________________________ 
Address ____________________________________________ 

Telephone Number (Home) ______________________ 
Telephone Number (Work) ______________________ 

 
My Insurance Co. __________________________________ 

My Policy # __________________________________ 
  
In the event I cannot be reached, the following person is so designated: 
  

Name ____________________________________________ 
Address ____________________________________________ 

Telephone Number ______________________ 
 

  
Our Family Physician is : ____________________________________________ 

Name ____________________________________________ 
Address ____________________________________________ 

Telephone Number _______________________ 
  

Known Allergies : ____________________________________________ 
Other Information : ____________________________________________ 

 
 


