
 

 

KACHI MUSHI KAIJŌ 

KMK JUDO 

MEDICAL INFORMATION 

 

Judoka’s Name:_______________________________________ Phone: (____)______________ 

Mailing Address:___________________________________________ 

     ___________________________________________ Postal Code:__________ 

Birthdate: _______________________________________________  Age:______ Sex:_______ 

Ontario Health Care Number:______________________________________________________ 

Blue Cross Number:_____________________________________________________________ 

Family Doctor:_________________________________________________________________ 

Medication:____________________________________________________________________ 

          ___________________________________________________________________ 

Allergies: _____________________________________________________________________ 

                  _____________________________________________________________________ 

Both Parents/ Guardian or Contact Person 

Name:_________________________________________ 

Name:_________________________________________ 

Phone: (Res) – (_____)__________________ Phone: (Res) – (_____)______________________ 

 (Bus)- (_____)____________________    (Bus) – (_____)______________________ 

Emergency Contact Person 

Name:________________________________________________ 

Address:______________________________________________ 

   _____________________________________________ 

Phone: (Res) – (_____)__________________________________ 

 (Bus) – (_____)__________________________________ 


