
Participant Name:  ____________________________________

I give permission to the adult supervisors and instructors of the 
Northwest Indiana Fencing Club to seek and initiate medical 
treatment for myself in the event of a medical emergency that may 
occur at the the club.

Signature: __________________________________

Emergency Contact Phone # (home) _____-_____-_______

                                             (cell)  _____-_____-_______

DATE:  ____________________

Adult Medical Emergency Treatment Form


