MEDICAL INFORMATION SHEET
Name: ______________________________________________________
Date of birth: Day ___________ Month ___________ Year ______________
Address: _____________________________________________________
Postal Code: _______________________
Telephone: ( ____ ) _________________ Cell: ( ____ ) _________________
Provincial Health Number: ________________________________
Parent/Guardian #1: Name ______________________________________
Business Phone Number:( ____ ) _________________
Parent/Guardian #2: Name ______________________________________
Business Phone Number:( ____ ) _________________
Alternate emergency contact (if parents are not available)
Name: ______________________________________________________
Relationship to Swimmer: __________________________________________
Telephone: ( ____ ) _________________ Cell: ( ____ ) _________________
Doctor’s Name: ______________________________________
Telephone: ( _______ ) ________________________
Please check the appropriate response and provide details below if you answer “Yes” to any of the questions.
Medication  Yes No
Allergies Yes No
Previous history of concussions Yes No
Fainting or seizure during or after physical activity Yes No
Near fainting or Brownouts Yes No
Seizures and/or epilepsy Yes No
Asthma Yes No
Heart Condition Yes No
Date of last Tetanus Shot:________________

Please give details if you answered “Yes” to any of the above. (Use separate sheet if necessary)
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Medications: _______________________________________________
Allergies: _________________________________________________
Medical conditions: _________________________________________
Recent injuries: _______________________________________________
Any information not covered above: ________________________________
____________________________________________________________
I understand that it is my responsibility to keep the team advised of any change in the above nformation as soon as possible. In the event of a medical emergency and that no one can be contacted, team management will arrange to take my child to the hospital or a physician if deemed necessary. I also authorize release of information to appropriate people (coach, physician) as deemed necessary.
Date: _____________________ Signature of Swimmer:  _______________________________________
Date: _____________________ Signature of Parent or Guardian: ________________________________
Disclaimer: Personal information used, disclosed, secured or retained by Charlottetown Bluephins will be held solely for the purposes for which we collected it.
