The Dolphins Swim Team 2017 Medical Form

Swimmer Name:______________________________________________________________
Date of Birth: ____________________________
Emergency Contact #1:_________________________________________________________
Relationship:____________________________	Phone: (_______)___________________
Emergency Contact #2:_________________________________________________________
Relationship:___________________________ Phone: (________)____________________
Hospital Preference:_____________________________________________________________
Child’s Doctor:___________________________Phone: (________)_______________________
Asthma:  NO  YES  If you answered yes, please give detail:_____________________________________
Diabetes: NO  YES If you answered yes, please give details:____________________________________
Cardiac History: NO  YES  If you answered yes, please give details:_______________________________
Allergies:  NO  YES  If you answered yes, please give details:____________________________________
Medications:  NO  YES  If you answered yes please list all medications: ____________________________________________________________________________________________________________________________________________________________

Parent/Guardian Print Name:______________________________________________________

[bookmark: _GoBack]Parent/Guardian Signature:_______________________________________________________
