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	FIRST AID PLAN

	General Information

	Tournament:

	Host Association:
	Tournament Date:

	Venue:

	First Aid Provider Information

	Please complete either Section A or Section B

	Section A

	Company:
	No. of personnel on site:

	e.g. St Johns, Red Cross

	Ambulance or other medical transport on site: Yes/No

	Duration on Site e.g. 1 hour before first game of the day through to 1 hour after last game of day for all days of the tournament:



	Section B

	Please complete the relevant details for your providers (minimum of 1 provider)

	Provider 1
	Provider 2

	Name: 
	Name:

	Qualification:
	Qualification:

	Date and times on site:


	Date and times on site:



	Provider 3
	Provider 4

	Name: 
	Name:

	Qualification:
	Qualification:

	Date and times on site:


	Date and times on site:



	Ambulance or other medical transport on site: Yes/No

	Medical Equipment

	Supplied by provider: Yes/No

	Number of First Aid Kits on Site:

	Medical Centre Details

	Hospital:
	Dentist:

	Address:


	Address:



	Phone Number:
	Phone:

	Accident & Emergency Centre (if different from above): 


	After Hours Dentist (if different from above):

	Address:


	Address:



	Phone:
	Phone:

	Transport Information

	Please complete the following section if no ambulance will be on site at any point during the tournament

	Hospital/Medical Centre informed about tournament and likelihood of possible injuries:  Yes/No

	Dentist informed about tournament and likelihood of possible injuries: Yes/No

	Local Ambulance Provider (e.g. St Johns) informed about tournament and possible need for transport: Yes/No

	Additional Information

	Please add any other relevant information

	

	Signed by Association Executive/Secretary:

	Date:

	Approved by Hockey New Zealand:

	Signed:

	Date:


Please complete and send to Hockey New Zealand 6 weeks prior to the start of your tournament.
