
PLEASE FILL IN CAREFULLY (IN BLOCK LETTERS)


In the event of my child/myself losing consciousness through sickness or injury whilst 


being a member of the Krymzon Academy of Calisthenics I give permission for the Coach or Director to seek medical advice and commission suitable Qualified Medical personnel to conduct whatever treatment they deem necessary, including surgery and/or blood transfusions at my expense.





This permission extends from the time I leave my home address until my return.





KRYMZON ACADEMY………….…..………………………………………………………...…….MEMBER


                                                    (name of Team or if Associate Member)


FULL NAME OF CHILD………………………………….……………………………………….……………….


PHONE:  HOME………………………………..…….  MOBILE:……………………….……………………..


FULL NAME OF ADULT……………………………………….………………………………………………….


PHONE:  HOME…………………………………..….  MOBILE……………………………….………………


          (this is needed especially for Competitions where only one parent is in attendance)


NEXT OF KIN…………………………………………...…………………………………………………………..


PHONE:  HOME………………………………..…….  MOBILE………………………………….……………


NAME OF DOCTOR……………………………………….…………  PHONE………………..……………..


MEDICARE NUMBER…………………………………………………………………...……………………….


PRIVATE HEALTH FUND…………………………………………………………………..…………………….


MEMBERSHIP NUMBER……………………………………………………………...……………………….


TABLES…………………………………………………………………………………………….………………….


COVERED FOR:


DENTAL                             YES/NO                  CHIROPRACTOR                   YES/NO


PHYSIOTHERAPY              YES/NO                  PUBLIC HOSPITAL                YES/NO


PRIVATE HOSPITAL           YES/NO                  AMBULANCE COVER            YES/NO


IF NO, DO YOU GIVE PERMISSION FOR US TO CALL AN AMBULANCE IN AN EMERGENCY  YES/NO


CHRONIC ILLNESSES SUFFERED……………………………………………...….…………….……….


MEDICATION REQUIRED (EG: ASTHMA)………………………………………………...…….……….


*ASTHMATICS MUST BRING PUFFER TO ALL CLASSES/COMPETITIONS/CAMPS)





SIGNED  …………………………………………. PARENT/GUARDIAN





               .………………………………………… WITNESS (COMMITTEE MEMBER)





               …………………………………………. DATE


  














