
Canyons Aquatic Club  
 

Permission to Participate/Release/Medical Authorization Form 
 
PERMISSION TO PARTICIPATE:  
I (we) the undersigned father, mother or legal guardian of: ____________________________________, 
a minor, give permission for said minor to be part of ____________________________________ Meet in 
________________________________ on ___________________________________________, 20__. 
I understand and agree that the team coach(es) (____________________________________________) 
and chaperones (_____________________________________________________________________) 
shall be responsible for schedules and standards of conduct during this meet. I further understand and 
agree that I shall be financially responsible for any and all expenses incurred as a result of a violation of 
the Standards of Conduct.   
 
RELEASE FROM LIABILITY: 
Should the parent/guardian or the swimmer suffer any injury arising from being a member or participating 
with Canyons Aquatic Club or USA Swimming, we hereby and in advance waive, release and forever 
discharge all rights or claims for damages which the swimmer or the parent/guardian may possess 
against Canyons Aquatic Club, it’s staff, officers, directors, agents or representatives. This release shall 
be binding on the swimmer, his/her parents and their heirs, executors/administrators, agents and assigns. 
 
MEDICAL AUTHORIZATION: 
Pursuant to Civil Code 25.8, the parent/guardian authorizes to any coach or officer of the Canyons 
Aquatic Club, to arrange for medical and dental care of ____________________________________, and 
give oral or written consent on my behalf for medical and dental treatment including surgery by a licensed 
physician. The parent/guardian agrees to be responsible for all such charges. 
 
Family Physician: _____________________________________________________________________ 
Phone: _____________________________________________________________________________ 
Address: ____________________________________________________________________________ 
Health Insurance Company:_____________________________________________________________ 
Policy #:_____________________________________________________________________________ 
Parent Signature:______________________________________________________________________ 
 
 
Allergies:             
 
 
Dietary needs or restrictions:           
 

 
 
Medical Background Information 
Allerrgies and sensitivities: Is there a history of skin or other reaction or sickness following injection or 
oral administration of: Penicillin or other antibiotics………………………………… yes ____ no ____ 
Morphine, codeine, demerol or other narcotics……………………………………… yes ____ no ____ 
Novocaine, procaine or other anesthetics…………………………………………….  yes ____ no ____ 
Aspirin, acetominophen (Tylenol), ibuprophen (Advil) or other pain remedies…..  yes ____ no ____ 
Sulfa drugs ……………………………………………………………………………… yes ____ no ____ 
Tetanus, antioxin or other serums ……………………………………………………. yes ____ no ____ 
Adhesive tape…………………………………………………………………………….  yes ____ no ____ 
Iodine or methiolate ……………………………………………………………………... yes ____ no ____ 
Insect bites, bee stings ………………………………………………………………… yes ____ no ____ 
Please explain any ‘Yes’ answer:  
___________________________________________________________________________________ 
 
____________________________________________________________________________________ 



Canyons Aquatic Club  
 

Any other drug or medication (describe): 
____________________________________________________________________________________ 
Any foods such as eggs, milk, and chocolate (describe):_______________________________________ 
Date of most recent Tetanus booster:______________________________________________________ 
Has the swimmer ever received treatment for asthma? ……………………………….  Yes _____ No _____ 
Is the swimmer currently being treated for asthma? ……………………………………  Yes _____ No _____ 
Describe treatment regimen (include name of any inhalers):____________________________________  
Please describe any other physical conditions of which we should be aware of: 
_______________________________________________________________________________ 
 
Please list all supplements, non-asthma medications & doses you currently take: 
_________________________________________________________________________________ 
____________________________________________________________________________________ 
 
Emergency Contact Information 
 
Person to Call: ______________________________________________________________________ 
Relationship: ________________________________________________________________________ 
Day Phone: _________________________________________________________________________ 
Evening Phone: ______________________________________________________________________ 
‘Back-Up’ Contact: ___________________________________________________________________ 
Relationship: ________________________________________________________________________ 
Day Phone: _________________________________________________________________________ 
Evening Phone: ______________________________________________________________________ 
 

*Please attach a copy of the swimmer’s medical insurance card (both sides) to this form. 
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