Diablo Aquatics 

Emergency Medical Consent and Medical History

Swimmers Name 














Last 
        First 

Middle Initial (required)
Address













City 


State 


Zip

Date of Birth:


Age:

Sex:

US Citizen?:








Swimmer Home#:



Swimmer Cell#:






Mother’s Name:

Work#:


Home#:

Cell#:




Father’s Name:

Work#:


Home#:

Cell#:



List of other adults to care for or authorize medical services
Name:



Relationship:



Phone:





Name:



Relationship:



Phone:





Medical Information

Doctor/Clinic:



Address:


Phone:





Pediatrician:



Address:


Phone:





Dentist:



 Address:


Phone:





Health Insurance 

Carrier:




Group Number:






Date of last tetanus booster:





Medical Alert/Allergies

Additional information such as a medical condition, injury or medication that the coaching staff or medical personnel should be aware of:

I authorize the Diablo Aquatics personnel to arrange transportation to the nearest hospital in case of emergency, accident or illness in the event that I cannot be reached. I hereby give my consent for all medical care prescribed by a licensed doctor of medicine or dentistry.

Parent/Guardian Signatures 

(1)






Date:






(2)






Date:





