Swimmers Disability/Medical Information Form
Name:____________________________________________________________________________
Address:__________________________________________________________________________
Age/DOB       /       /  

Type of Disability/Medical Issue : 

Blind_______  Mentally ________  Deaf_______  Physical _______

Extent Of Disability: (Be specific in the explanation of Disability e.g. total blindness ,partial deafness)

The following people are needed to assist swimmer.

Type of medications:_____________________________________________________________________
Purpose of medications:___________________________________________________________________

Parent/Guardian Name:________________________________________________________Signature_________________

Athlete’s Signature _______________________________________

I believe that this athlete has the ability to swim _______________(yes/no)

Due to the disability/medical issue previously described.

Physicians Name: _________________________________________   
Physicians Signature_______________________________________             Dated: ________________

