Medical Information
(Please print)

Swimmer:
 Name:_____________________________________________Birthday_________________________
                     Last                                   First                         M.I                                             MM-DD-YY        AGE    
Address_____________________________________________________________________________

City__________________________________ State__________ Zip____________________________

Parents :  
Father’s Name:​​​​​​​​​​​​​​​​_________________________________________SSN#________________________  
Address:____________________________________________________________________________
Phone: _________________ Work Phone:_________________  Email: ______​​​​​​___________________
Employer: __________________________________________________________________________
Mother’s Name: _______________________________________SSN#_________________________

Address:____________________________________________________________________________

Phone:________________________________ Work Phone:__________________________________
Employer:__________________________________________________________________________

MEDICAL HISTORY: 

Allergies:

No
Yes
If yes, please give specific details


   Drugs


_____________________________________________________


   Pollen


_____________________________________________________


   Food



_____________________________________________________


   Insect


_____________________________________________________

Other _______________________________________________________________________

MEDICATION:

Are you currently taking medication?

YES

NO 

If yes, please list the medication(s):    __________________________________________________ ________________________________________________________________________________

_________________________________________________________________________________

HOSPITALIZATION:

Have you ever been hospitalized?

YES 
  NO 

If yes, please give
1) Date of hospitalization: ____________________________________________
               (Month/Day/Year)

2) Reason for hospitalization ___________________________________________
EMERGENCY CONTACT:  

Name:_______________________________________________________________________________

Address:_____________________________________________________________________________

Phone:___________________________________Relation:_____________________________________

Name:___________________________________Address:_____________________________________

Phone:___________________________________Relation:_____________________________________

Alternate Contact / Pickup:  Not living with parent (local if possible) 

Name:__________________________________________Relation:_______________________________

Phone:_____________________________Address:____________________________________________

City:_______________________________State:__________________Zip:_________________________
INSURANCE:
Name of Insurance:______________________________________________________________________

Name of Employer or Group:______________________________________________________________

Name of Subscriber to Above Insurance:_____________________________________________________

Contract/Policy # or Blue Cross ____________________________________________________________

FINANCIAL RESPONSIBILITY: Guarantor of bill if other than patient or parent

Name:__________________________________________________________________________________

Address:________________________________________________________________________________

City:____________________________________State:_______________Zip:________________________

Phone: ________________________________Occupation: ______________________________________

Employer:______________________________________________________________________________

Employer’s Address:__________________________________________ Phone:______________________

                                  (This form is affected by the Privacy Act of 1974)
Medical form 092003
