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Level 2, Sports House

375 Albert Road, Albert Park, Vic, 3206
( 03 9926 1390 Fax 03 9926 1393
Email: secretary@lacrossevictoria.com.au

 VICTORIAN STATE & REPRESENTATIVE TEAMS

Confidential Medical Report for State & Zone Teams

This report is intended to assist the Team Manager in the case of any medical emergency with Player / Coaching staff. 
All information is held in confidence and these forms will be destroyed after the Championships / Tournament.

Team Name __________________________________  Date ___ / ___ / _______

Players Name ____________________________________________________________

Date of Birth ___ / ___ / _____      Home Club __________________________________

Parent’s / Guardian’s Full Name _____________________________________________

Address ________________________________________________________________

________________________________________________ Post Code ______________

Telephone 03____________________     Business 03 ___________________________

Mobile No _______  _______  _________

Doctors Name & Address _________________________________________________

______________________________________________ Telephone 03 _____________

Medicare No ____________________________  Ambulance  Yes  /  No

Private Health Fund _____________________________  No _____________________

Please tick if you suffer from the following 

Dizzy Spells                         Fits of any type                       Heart Condition

Black outs                            Sleepwalking                           Asthma

Migraine                              Travel Sickness                       Other 

Please Write ____________________________________________________________

Allergies

Penicillin                              Any Foods                               Other Drugs

Other Allergies

_______________________________________________________________________

Tetanus Immunization

Last tetanus immunization ____________ . If over ten years since last immunization please
 arrange booster prior to departure.     Arranged Booster Date ____ / ___ / ______

Tablets and Medicines

      Is / are you presently taking tablets and / or medicine            YES / NO

If yes please state name & dosage ________________________________________

___________________________________________________________________

Previous Experience

Is this the first time your child has been away from home          YES / NO
Consent to Medical Attention 

I authorizes the Team Manager / Coach & consent, where it is impracticable to communicate with me, to the player receiving medical and surgical treatment as may be deemed necessary.

Signature ___________________________________________         

Parent’s / Guardian signature _________________________________ Date __ / __ /___                                                     

                                                                                          (If under 18 years of age)
Name: ____________________________
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