

Old Bridge Soccer League

PO Box 5277

Old Bridge, NJ 08857

“Buddy” Application

Medical Authorization
Date: ______________________________________

I hereby give permission for (child’s name) _______________________________________, to participate as a “Buddy” in JUST4KIXS OBSL Buddy program. 

Parent or Guardian Name: ________________________________________________

Home Phone: __________________________Cell Phone: _______________________

Known Allergies or other pertinent medical information________________________

OTHER EMERGENCY CONTACTS:

Name, Phone #, Relationship

1st____________________________________________________________________________
2nd____________________________________________________________________________
Name of Physician_____________________________________Phone#__________________________

Name of Preferred Hospital______________________________________________________

I hereby give my consent, in the event all reasonable attempts to contact the above designated parties have been unsuccessful, for:

(1)  The administration of any treatment deemed necessary; and/or

(2) The transfer of the child above to the requested hospital or another hospital reasonably accessible.

Parent or Guardian Signature____________________________ Relationship_____________
