
 



The Dolphins Swim Team 2015 Medical Form 

Swimmer Name: _________________________________________________________________________ 

Date of Birth: ____________________________________________________________________________ 

Emergency Contact #1: ____________________________________________________________________ 

                          Relationship: _______________________ Telephone Number: ________________________ 

Emergency Contact #2: ____________________________________________________________________ 

                          Relationship: _______________________ Telephone Number: ________________________ 

Hospital Preference: ______________________________________________________________________ 

Child’s Doctor: _______________________________________ Telephone Number: __________________ 

 

Asthma: No Yes  If you answered yes, please give detail: _________________________________________ 

Diabetes: No Yes  If you answered yes, please give detail: ________________________________________ 

Cardiac History: No Yes If you answered yes, please give detail: ___________________________________ 

Seizure History: No Yes If you answered yes, please give detail: ___________________________________ 

Allergies: No Yes If you answered yes, please give detail: _________________________________________ 

________________________________________________________________________________________ 

Medications: No Yes If you answered yes, please list all medications: _______________________________ 

________________________________________________________________________________________ 

 

 

 

 

Parent/Guardian Signature: ____________________________________________ Date: ______________ 

 

 

 



 



 
 


