
Consent for Medical Attention or Treatment

Consent forMedical Attentionor TreatmentByprovidingmysignatureontheSkatingClubofOregonMembershipApplication
form, I certifythat I, themember, or I, theparent/guardianof saidparticipant, givemyconsent toSkatingClubofOregon
volunteerstoobtainmedical carefromanylicensedphysician, hospital or clinic, includingtransportationandemergency
medical services, formyself/ourselvesand/or saidparticipant for anyinjurythat couldarisefromparticipation intheseactivities.

Adultmember(s) – age18or over:

Name_____________________________________________ (pleaseprint)DOB____________

Signature___________________________________________ Date_______________________

2ndAdultmember if applicable:

Name_____________________________________________ (pleaseprint)

Signature___________________________________________ Date_______________________

InsuranceCompany___________________________________ ID#_______________________

IFskater isaminor, under theageof 18, Parent or guardianpleasecomplete:

Nameof 1stMinorChildmember:___________________________(pleaseprint)DOB_________

Nameof 2ndMinorChildmember:_________________________________________________(pleaseprint)
DOB_________________

Nameof Parent(s)/Guardian(s):___________________________________________________(pleaseprint)

1st Parent/GuardianSignature___________________________________________ Date________________

2ndParent/GuardianSignature___________________________________________ Date________________

ThisConsent forMedical Attentionshall bebindingandeffectivefor the2023-24 SkatingClubofOregonmembershipyear.


