TEAM E.C.C.O. MEDICAL INFORMATION Anp RELEASE FORM

FILL IN COMPLETELY send photo by email attachment to : bjramer@team-ecco.com

By registering, I agree my image and /or comments may be used

in TEAM ECCO materials of print, cd, dvd, vhs or sound g ?CITCLTCEQM USE ONLY
unless otherwise stated to TEAM ECCO in writing. Reviesed 730007
ADULT DOB
mailing address city
state zZip phone email
additional phone number: spouse / partner / friend. cell work
EMERGENCY CONTACT homephone
DOCTOR PHONE
INSURANCE CARRIER POLICY #
PHONE

ATTACH COPY OF INSURANCE CARD TO BACK OF THIS FORM

If no insurance is held, a letter stating so must be written, signed, and submitted.

I UNDERSTAND THAT ANY ATTEMPT TO FALSIFY OR WITHHOLD MEDICAL INFORMATION
MAY RESULT IN MY NOT BEING ABLE TO PARTICIPATE IN ASSIGNED ACTIVITY/IES And
that any monetary refund or recovery is up to the decision of TEAM ECCO and its agency.

All consideration will be given to ensure that each person has an appropriate and safe experience while
participating in activities of TEAM ECCO and its subcontractors.

PLEASE LIST ANY AND ALL MEDICAL CONDITIONS AND/OR ALLERGIES KNOWN

PLEASE LIST ANY AND ALL MEDICATIONS YOU ARE CURRENTLY TAKING

Please note that in the event of a medical emergency, the chaperones and agents of TEAM ECCO will make
every attempt to reach an emergency contact and will seek out medical assistance. You and / or your insurance
company must accept the costs involved. I understand that program activities may be strenuous and do release
and hold harmless Team ECCO and all of it’s agents from any liability or claim that may result from my
participation.

I, , do hereby grant permission to be treated as deemed needed by
medical professionals in case of medical emergency while in the care of TEAM ECCO.

Signed date relationship

Notary seal:

My commission expires:

MAIL TO: TEAMECCO Suite2, 318N Main St., Hendersonville, NC 28792



