FORM 4

South Carolina Youh Shoating Foundation
PO Box 1B02
Rock Hill, SC 29731

2012 Parent / Lecpl Guardian Release &Medical Gonsent Form

Team Name:

Participants Name:
Parent/Legd Guardian Name:
Phone: (Home) (Cell)

EMERGENCY MEDICAL INFORMATION

Reg

List

Types of actiities pohibited due tophysical limtations:

Allergies: (irsect, food, drg et.)
Immunizatiors: Mumps: gas/®  Measles: yes /o Tetarusyes / no
Any additional nformation coacheshould be awareof in caseof emergency:

dar Medcation Requred:

ary chranic ailmens:

Emergency Contact:(name)

(address) (phone)

| hereby give permission to any SCYSF Board Member or Head Coach of my son / daughters team tc
emergency medical attention in the vent of acdiderliness and release the South Carolina Youth Shooting
Foundation from Liability for accidents and / or illness. This certifies that my child has no chronic ailments,
and is physically able to participate in all activities involved with the SCYSF Shooting Program. | also give
permission to any official SC-DNR representative to seek emergency medical attention in the vent of accider
or illness.

Parent / Legal Guardian Signegu Date

As a @rent or gardan| WILL PERMIT SCYSF @aches to contactyrson / daughter

participant drectly in order togive tremadditioral information concerning SCSF
activities seh as pactice @ evert information

As a @rent or gardan| DO NOTPERMIT SC/SF Goaches to contactyrson / daughter

participant drectly in order togive themadditional inbrmation corcernng SCYSF
activities seh as pactice o evernt information.



