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I consent to Medical Treatment by the TWG physician(s) and medical team for the medical problem(s) stated below, which physician(s) and/or medical team consider necessary or advisable in the course of my care. The nature and purpose of this treatment, possible alternative methods of treatment, the risks involved and the possibility of complications have been fully explained to me. No guarantee or assurance has been given by anyone as to the results that may be obtained. I consent to the release of this record to Track, the race sanctioning body* for the Event and any hospital, physician office or other medical facility as necessary or useful in the provision of further medical care by the receiving facility.                                                                                                                                                                                                                                           *The release of this record to the race sanctioning body applies only to the sanctioning body hosting the event(s) for which the cause for treatment relates and only applies for competitors, race team members, or Series officials competing or participating in sanctioning body’s events. 

_______________________________________________________                               ________________________________________________________                         Patient or Person Authorized to Consent                                                                                     Witness                                              
                 
[bookmark: _GoBack]Patient states (where/how injury occurred/primary complaint(s): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Date/Time Accident Occurred:________________________     Where did accident occur: ________________________________
Mechanisms/How Accident Occurred:___________________________________________________________________________ 
Treatment PTA: _____________________________________________________________________________________________

Discharge Instructions: _______________________     ____________________________________________________________________________________
Prescription Medication: _____________________  _________________________________________  
Follow Up Instructions: ______________________ ____________________________________________________________________________________
Current Medications 
__________________________________________________________________________________________________________________________________
Allergies: __________________________________________________________________________________
Most Recent Tetanus: ________________________
Date: __________________________   Time of Arrival: ____________________   Time Released: _____________________ 
Name (Last): ___________________________   (First): ____________________
Address: ______________________________________________________________________________________________ 
City: ________________   State: __________   Zip: ___________ Country: _________________________ 
Phone: _________________________________ 
Age: _______   DOB: _____________   ☐ M   ☐ F 
Local Address: ___________________________________________________________________________________________ 
Emergency Contact: ______________________________________________________________________________________
Relationship: __________________________   Phone: ______________________________________ 
Address: ___________________________________________________________________________
Physician’s Notes 
Chief Complaint: ________________________________________________ _________________________________________________________________________________________________________________________________________________________________________________________ 
History of Present Illness: ________________________________________ _________________________________________________________________________________________________________________________________________________________________________________________
Physical Findings:_______________________________________________ ___________________________________________________________________________________________________________________________
Treatment:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Diagnosis:_________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________  Physician Signature
Nurse’s Notes
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ______________________________________________________________
Signature _______________________________________  INIT _________  
Signature _______________________________________  INIT _________
Signature: ______________________________________  INIT _________

Past medical History
________________________________________________________________________________________________________________________________________

