
 
Doncaster Rovers Soccer Club & A.I.F.A.  
 
 S C H O O L     H O L I D A Y    C L I N I C 
 
 This information is intended to assist the coaching staff / Ambulance staff in case 
of any medical emergency that may arise. All information will be held in 
confidence. 
 
Name.  …………………………………………........Date of Birth……………………. 
 
Parent/Guardians Full name……………………………………………………………. 
 
Address…………………………………………………………………………………. 
 
………………………………………………………Post Code………………………. 
 
Home Phone………………………………………..Mobile ………………………….. 
 
Name and Address of Family Doctor………………………………………………….. 
 
…………………………………………………………………………………………. 
 
Medicare No…………………………………………………………………………… 
 
Private Health Care Details (if applicable)…………………………………………….. 
 
Health Care Card No………………………………………………………………….. 
 
 
Ambulance Cover    No     Yes                       
 
Number………………………………… 
 
Fits of any type……………   Heart Conditions…………….Asthma……………… 
 
Diabetes…………………..    Blackouts……………………             
 
Migraines…………… 



 

PLEASE ENSURE ASTHMA MEDICATION IS AT TRAINING AND GAMES AND 
THE TEAM MANAGER IS AWARE WHERE IT IS. 
 
 
 
 
Allergies to; 
 
Penicillin…………………………….Other drugs………………………………. 
 
Other………………………………… 
 
What Special care is 
recommended…………………………………………………….. 
 
Is your child on any form of on going medication, if so please 
state…............................ 
 
............................................................................................................................. ..... 
 
 
CONSENT TO MEDICAL ATTENTION 
 
Where the Coach / Team Manager or Club Management is unable to contact me, 
or it is impracticable to contact me. I hereby give permission to the Coach / Team 
manager or Club management to seek treatment for my child at a hospital, or to 
call a Doctor and / or ambulance and / or dentist during an emergency and agree 
to pay all relevant costs involved. 
 
 
Signature of 
Parent 
/Guardian………………………………………………………….DATE…………….. 
 


