
VIRGINIA ASSOCIATION FOR COMPETITIVE SWIMMING 
MEDICAL RELEASE FORM 

EMERGENCY INFORMATION FORM 
 
 
I, ________________________ hereby grant permission for my child to be examined and 
treated by a licensed medical physician, lifeguard or coach for injuries or illness that 
occur during participation in the Virginia Association for Competitive Swimming 
program.  I understand that this consent form will only be invoked if team representatives 
are unable to contact me immediately following the discovery of a need for medical 
attention.  I have listed below any allergies or pre-existing physical conditions that may 
have an impact on the treatment of my child. 
 
 
________________________  ______________  ______________________________  
Swimmer’s Name    Date          Parent or Guardian’s Signature 
 
�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F 
 
Primary Emergency Contact: 
 
Mother/Guardian Name __________________ Phone: Home_________ Work________ 
 
Father/Guardian Name __________________   Phone: Home _________ Work _______ 
 
Secondary Emergency Contact: 
 
Name____________________________ Relationship____________________________ 
 
Phone: Home ____________ Work _____________ Other ________________________ 
 
�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F�F 
 
Allergies and Medications (if none please state “none”). 
 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Pre-existing Physical Conditions (if none please state “none”). 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Name of Insurance Company ________________________________________________ 
 
Prime Care Provider _______________________________________________________ 
 
Hospital Preference _______________________________________________________ 


