Salem College Athletic Training 
EMERGENCY CONTACT INFORMATION 

CONSENT FOR EMERGENCY TREATMENT 

Athlete Name ________________________________ Sport(s)__________________________
Salem Athlete’s Cell number: ​​​​​​​​​​​​​____________________________________________________ 

Mother/Guardian Name _______________________ Home Phone ______________________ 

Home Address ________________________________ Work Phone ______________________ 

_____________________________________________Cell Phone _______________________ 

Email ________________________________________________________________________

Preferred Way to Contact _______________________ 

Father/Guardian Name ________________________ Home Phone ______________________ 

Home Address ____________________________________Work Phone ________________________ 

____________________________________________  Cell Phone _______________________ 

Email ________________________________________________________________________

Preferred Way to Contact _______________________ 

Emergency Contact Information (Other than above Parent/Guardian) 
Name _______________________________________ Relation to Athlete _________________ 

Home Address ________________________________ Home Phone _____________________ 

____________________________________________ Work Phone ______________________ 

Preferred Way to Contact _______________________ Cell Phone ________________________ 

Consent for Emergency Treatment 
Permission is hereby granted to Salem College, its athletic trainers, the immediate hospital, and the attending physician to proceed with any emergency treatment deemed necessary to prolong life or improve upon the immediate crisis. In the event of serious illness, the need for major surgery, or significant accidental injury, I understand that every attempt will be made by the attending physician, hospital, and Athletic Training staff to contact me in the most expeditious manner possible. If said physician is unable to communicate with me, the treatment necessary for the best interest of __________________________ may be given. 

     (Student-Athlete Name) 

Student-Athlete (please print)____________________________________ Date __________________ 

Signature___________________________________________________________________________ 
Parent Name (please print) ______________________________________ Date __________________ 

Signature___________________________________________________________________________ 
Return form to:

Eddie Stevens, MS, ATC




Head Athletic Trainer




Salem College




601 S. Church St.




Winston-Salem, NC  27101




336-917-5382




eddie.stevens@salem.edu




FAX: 336-721-2733 (secure fax)
