MOUNDBUILDERS COUNTRY CLUB SWIM TEAM

EMERGENCY CONTACT INFORMATION

This form will be made available to the coaches at all team practices and meets for each team member to insure proper notification of parent or guardian in the event of an emergency or other serious situation.   The reverse side of this form shall serve to insure the proper medical treatment by physicians or hospitals in the event of a serious injury.

Swimmer’s Name:  _______________________________________________________

Birth Date: ________________________ Age: ___________ Grade: ______ Sex: _____

PARENT OR GUARDIAN

Parent or Guardian’s Name: __________________________________   
Employer: _______________________________

Address: _________________________________________________
Work Address: ______________________________

City: ______________________ State: _________ Zip: _____________
Work Phone: ____________________

Does Swimmer live at above address? ___________

Home Phone: _________________________ Cell Phone: ___________________________________

Preferred E-mail Address: __________________________________________________

ADDITIONAL PARENT OR GUARDIAN

Parent or Guardian’s Name: __________________________________   
Employer: _______________________________

Address: _________________________________________________
Work Address: ______________________________

City: ______________________ State: _________ Zip: _____________
Work Phone: ____________________

Does Swimmer live at above address? ___________

Home Phone: _________________________ Cell Phone: ____________________________________

Preferred E-mail Address: __________________________________________________

ALTERNATE NAMES OF RELATIVES OR CHILDCARE PROVIDERS

We can only release the swimmer to those names listed below.  We are required to see proof of their identification before the swimmer is released into their custody.

1. Name ___________________________________________________________  Relationship _______________________

Address ________________________________________________  Phone _____________________________________

2. Name ___________________________________________________________  Relationship _______________________

Address _______________________________________________  Phone ______________________________________

3. Name ___________________________________________________________  Relationship _______________________

Address _______________________________________________  Phone ______________________________________

If swimmer is able to leave with other swim team parents, please list their names below:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PLEASE COMPLETE THE OTHER SIDE OF THIS FORM

EMERGENCY MEDICAL AUTHORIZATION

Part I or Part II must be completed and signed.

Part I – TO GRANT CONSENT
I hereby give consent for the following medical care providers and hospitals to be called in the event of an emergency:

PHYSICIAN ____________________________________
PHONE: ________________

DENTIST ______________________________________
PHONE: ________________

MEDICAL SPECIALIST __________________________
PHONE: ________________

LOCAL HOSPITAL ______________________________
PHONE: ________________

In the event reasonable attempts to contact me have been unsuccessful, I hereby give my consent for the administration of any treatment deemed necessary by the above-names practitioners, or, in the event the designated preferred practitioner is not available, by another licensed physician or dentist and the transfer of Participant to any hospital reasonably accessible.

This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists, concurring in the necessity for such surgery, are obtained prior to the performance of such surgery.

Past injuries or illnesses that may affect Participants participation on Swim Team: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical alerts or major health concerns (i.e. allergies, diseases, disorders, medications being taken, etc.): __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature of Parent ________________________________________________  Date _______________

PART II – REFUSAL TO CONSENT

I do NOT give my consent for medical treatment of my child.  In the event of illness or injury requiring emergency treatment, I wish the person in charge at the Swim Team practice or other event to take the following action: _________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature of Parent __________________________________________________ Date ______________

