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          AMATEUR BOXING CLUB 
(ALL PARTS MUST BE COMPLETED)

	FIRST NAME:………………………………………………………………………………………..………..


	SURNAME:……………………………………………………………………………………..



	ADDRESS:………………………………………………….…………………………………………………………………………………………………………………………………………………………….…………

POST CODE:………………………………………………………… CONTACT PHONE NUMBERS:  HOME:                                                    MOBILE:                                                                                 

	DATE OF BIRTH…………………………………………………………………………………………
	
	GENDER:      MALE        FEMALE

   (CIRCLE)

	PRIMARY EMERGENY CONTACT Name:……………………………………………………………………………………………………………………………………………………………….…..

HOME  TEL...……………………………………………………………..…..MOBILE…………………..…………………………………………………………..



	SECONDARY EMERGENCY CONTACT: Name…………………………………………………………HOME.TEL no………………………………………MOBILE………………………………………………...



	SCHOOL ADDRESS………………………………………………………………………………………………………………..…SCHOOL YEAR………………………………………………………………………



	ETHNICITY

(PLEASE TICK BOX THAT APPLIES)
	INDIAN 
	ASIAN 

BRITISH
	OTHER ASIAN

BACKGROUND
	WHITE 

BRITISH
	PAKISTANI


	WHITE & BLACK

CARIBEAN
	WHITE & BLACK

AFRICAN



	
	BLACK


	BLACK

BRITISH
	MIXED BACKGROUND
	BANGLADESHI
	IRISH
	BLACK

CARIBBEAN


	ANY OTHER

MIXED

BACKGROUND

	
	BLACK 

AFRICAN
	WHITE &

ASIAN
	OTHER WHITE

BACKGROUND
	OTHER

ETHNIC

ORIGIN
	CHINESE
	ANY OTHER BLACK BACKGROUND
	OTHER ASIAN

BACKGROUND



	                                                    MEDICAL HISTORY

	DO YOU SUFFER FROM ANY MEDICAL, PHYSICAL, EMOTIONAL OR BEHAVIOURAL CONDITIONS WE SHOULD BE AWARE OF?

                                              YES/NO
	IF YES, PLEASE SPECIFY


	
	

	ARE YOU CURRENTLY UNDERGOING ANY FORM OF MEDICAL TREATMENT OR MEDICATION?

YES/NO
	IF YES, PLEASE SPECIFY
	
	

	
	
	
	

	ARE YOU ALLERGIC TO ANY FOOD 

OR MEDICATION?

YES/NO
	IF YES, PLEASE SPECIFY


	
	

	                                                   DECLARATION

ALL INFORMATION PROVIDED ABOVE REMAINS CONFIDENTIAL AND WILL NOT BE DIVULGED UNLESS IN THE UNLIKELY EVENT OF A MEDICAL EMERGENCY.

I UNDERSTAND THAT BY COMPLETING AND SUBMITTING THIS FORM I AM GIVING CONSENT FOR MYSELF (OR CHILD) TO PARTICIPATE IN THE STRENUOUS, PHYSICAL CONTACT ACTIVITY OF BOXING AND AGREE TO ABIDE BY THE CLUB RULES WHICH I HAVE READ. FURTHERMORE, I UNDERSTAND THAT SHOULD MEDICAL TREATMENT BE NECESSARY, EVERY REASONABLE EFFORT WILL BE MADE TO OBTAIN CONSENT OF THE EMERGENCY CONTACTS NAMED ABOVE.  HOWEVER, IN AN EMERGENCY I AUTHORISE  THE PERSON IN CHARGE OF THE SESSION TO CONSENT ON MY BEHALF TO ANY MEDICAL TREATMENT, WHICH A QUALIFIED DOCTOR FEELS IS NECESSARY, THIS COULD INCLUDE INOCULATIONS, BLOOD TRANSFUSIONS, SURGERY OR THE USE OF ANAESTHETICS.

	NAME

(PRINT)
	
	PARENT, GUARDIAN, CARER (IF UNDER 18)
PRINT AND SIGN



	SIGNED


	
	DATE …………………………………………..

	We give the opportunity to all parents/carers, schools, community groups and individuals to request that no images be taken of their respective children either as a group or as individuals.
Please indicate by ticking the box if you DO NOT want images taken of the above person 


MEMBERSHIP NUMBER:

 









