SALIDA CYCLONES
Medical Release 2013-2014
I hereby give my permission for any and all medical attention necessary to be

administered to my child. In the event of an accident, injury, or sickness under

the direction of the persons listed below, until such time as I may be contacted.

I also hereby assume responsibility of payment of any such medical treatment.

Swimmer Name: _________________________________________________________________

Parent/Guardian Name: _________________________________________________________________
Address: __________________________________________________________________
City/State/Zip: __________________________________________________________________

Telephone: Home: ______________________ Work: _______________________
Cell: __________________________________

Medical Insurance: _____________________________________

Policy Number: ______________

Our Physician is: ________________________________ Phone: _______________
Restrictions with your medical policy? (Care Facility, Emergency treatment, etc.):

____________________________________________________________________________________________________________________________________________

In case I cannot be reached, any of the following is designated to act on my behalf:

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________
(Names of specific coaches or chaperones)

List any medical condition including medication (asthma, diabetes, physical

conditions, etc….) or allergies (food, medication, environment, etc….) for

swimmer.

______________________________________________________________________
______________________________________________________________________
Parent/Guardian Signature: ____________________________________________

Date: ______________________
