
ATHLETE MEDICAL/ EMERGENCY INFORMATION
Athlete’s Name _____________________________________________   DOB_______________
     (Last)				 (First)
Home phone ___________________________ E-mail address___________________________

Parent/Guardian_________________________________________________________________

Work/Cell/Pager _______________________/___________________________/______________

Parent/Guardian _________________________________________________________________

Work/Cell/Pager ______________________/________________________/__________________

My child has the following health condition(s) (diabetes, asthma, kidney problems, seizures,
heart problems, etc.):
________________________________________________________________________________

My child has the following athletic injury or orthopedic condition(s):


My child has these allergies (medication, food, environmental, insect bites, pollen, latex):  
________________________________________________________________________________

Severity of allergy:    mild     moderate     anaphylactic

Previous hospitalization due to an allergic reaction: YES NO
When?__________________________

My child is now taking the following medication(s): (attach dosage instructions)


Has your child ever had dizziness, fainting or chest pain after exercise?
YES 	NO

Has your child had any head injury (concussion, skull fracture, unconsciousness)?
YES 	NO

Has your child ever passed out from the heat or had heat related cramping?
YES	 NO

Does your child wear any protective equipment or dental appliances?

YES 	NO

Does your child have any vision problems or wear glasses or contacts?
YES 	NO
Other health-related issues: ________________________________________________________________________________


Date of last Tetanus Booster ________________________

Please list your hospital preference: ____________________________________________

Should questions arise regarding my child’s participation in or care during an activity, and parents/guardians are not available, please consult with:

Name _________________________________________ Relationship________________________

Home/Work/Cell______________________/_______________________/__________

Name ______________________________________ Relationship _______________

Home/Work/Cell_____________________/_______________________/______________________

Health Care Provider_______________________________________ Phone __________________

Address _________________________________________________________

Dentist ____________________________________________________ Phone _______________

Address _________________________________________________________

PARENTAL CONSENT: I/We hereby give my consent for _________________________________ to participate in Charger Aquatics, a USA Swimming club at Los Alamos/Pojoaque (circle one please). The financial responsibility for securing care of injuries incurred while participating in Charger Aquatics activities is a matter between the parent(s)/guardian(s) and the health care provider.  Charger Aquatics may not pay doctors, dentists, or hospitals for any treatment of any child.

RELEASE OF MEDICAL INFORMATION: I/We authorize the release of any information contained on this form to Charger Aquatics coaching staff.

INSURANCE: Charger Aquatics requires that all students involved in athletics must be insured.
[bookmark: _GoBack]I/We have accident insurance with another carrier: Insurance Co.
___________________________________

Policy # _______________________________ Phone: _______________________

Insurance Co. Address: ___________________________________________________________________

Policy Holder’s Name: ___________________________________________________________________
AUTHORIZATION FOR MEDICAL SERVICES: I/We request that I/we be contacted within a
reasonable time in the event of illness or injury requiring medical services. In the event I/we
cannot be reached, I/we parent(s)/guardian(s), hereby designate Charger Aquatics coaching
staff to act in my/our behalf to authorize such hospitalization, medical attention and surgery as
may be required in an emergency because of illness or injuries sustained by my/our child/ward
while participating in Charger Aquatics activities. In the event I/we cannot be reached and the
situation calls for medical attention, I/we recognize and relinquish our responsibility to a
practicing physician and/or medical personnel acting in the best interest of my/our child/ward.
I/We hereby assume financial responsibility for hospitalization, medical attention, emergency
transportation and surgery provided.
____________________________________________________________________________________
(Parent/Guardian Signature) (Date)
