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Your permission is required to authorize the Management Team (APPOINTED OFFICIALS) to act on your 

behalf in the event of an emergency. This would require the authorization of treatment in the event of an accident 

and the possibility of not being able to contact you as parents. Of course, every effort will be made to make 

contact with you as Parents, and / or your Family Doctor before any treatment is prescribed.

Name of Gymnast:











Date of Birth:











Event :
 African Championships, Bellville, Cape Town, South Africa
Any existing medical condition and the prescribed treatment thereof:





Does your child take any regular medication and what is the dosage?  Can he/she administer this

him/herself? Any medicine taken for colds during past three months? If so  -  please name it.

Please give details:












Name of Parents:












E-mail address:  _______________________________________________________________________________

Contact Telephone No’s: (w)


     (h)


    (c)





Family Doctor or Specialist:











Contact Telephone No’s:











Medical Aid Society:












Medical Aid No:



       /Medical Insurance?





This serves to certify that we as Parents authorize the Team Doctor and Team  Management (APPOINTED 

OFFICIALS) to consent, in our absence, to any emergency Medical treatment which may be necessary.  

We understand that every possible effort will be made to contact us in the event of an emergency, but in the 

event that we cannot be reached, the Team Doctor and the Team Management may act on our behalf.

Signed:



Mother  ID No:



Date:




Signed:



Father   ID No:



Date:




PLEASE RETURN THIS FORM TO : JULES VENTER – TEAM MANAGER


E-Mail address:  joujules@tlantic.net






