WATAUGA SWIM TEAM

REGISTRATION FORM

Today’s Date ______________

Last Name_________________
First Name ________________  Middle Name ________________


Preferred Name _________________

Date of Birth ___/___/___      M ___   F ___    Age  ____   Grade ____   School ________________

Parent’s Names ___________________________________________________________________

Mailing Address __________________________________________________________________


City ______________________________    State  ______   Zip Code  ________________

Phone Numbers:  Home  __________________  Athlete’s cell  ____________________________

Father’s Work Number ____________________  Father’s Cell Number _____________________

Mother’s Work Number ___________________   Mother’s Cell Number ____________________

Email Addresses:  Athlete’s email  __________________________________________________


Family email  _____________________________________________________________

Referring WST Member  ___________________________________________________________

The annual registration fee of $88.00 should be submitted with

this form along with a copy of the athlete’s birth certificate. 

 Checks should be made payable to “WST”.  

This fee pays for the athlete’s registration with WST 

and USA Swimming .  

_________________________________________________________________________

For Administrative Use Only

Start Date ________________                         Group  __________________
WATAUGA SWIM TEAM

MEDICAL CARE AUTHORIZATION FORM

Athlete’s Name  _______________________________________________________

Significant Medical History (allergies, injuries, surgeries, etc.)  _______________

____________________________________________________________________

Medications currently being used _________________________________________

____________________________________________________________________

Insurance Company  ___________________________________________________


Insurance Policy Number __________________________________________

Physician  ______________________________  Phone Number _______________

Dentist _________________________________  Phone Number _______________

To Whom It May Concern:

I/we authorize the Watauga Swim Team coaching staff or team chaperones to authorize and contract for medical or dental care as deemed necessary by a physician or dentist.  Any authorization and contract shall be on our behalf and in our name.  

Parent’s signature  ________________________  Date  ________________

Parent’s signature  ________________________  Date  __________________
