Limavady Amateur Swimming Club

MEMBERS MEDICAL RECORD

Swimmer’s Name____________________   Age _________  DOB _____________
Parent’s Name ______________________   Address ______________________

                                                                                       ______________________
                                                                                       ______________________
Two Emergency Contact Numbers

Home   _________________________
Mobile __________________________

Please provide any information regarding medical conditions that may be relevant eg drug / food allergies, asthma, diabetic, epilepsy, etc.

If none, please state none.

____________________________________________________________________
Are there any other minor conditions you would like to make us aware of eg travel sickness, headaches, injuries.

____________________________________________________________________
Is your child currently taking any medication for above                               Yes / No 

If yes, please give details ____________________________________________________________________
Is your child able to take the medication by his/herself                                Yes / No

Do you give permission for us to administer this medication if necessary    Yes / No

If yes to permission parent/ guardian must sign here: ____________________________

Doctors Name __________________          Health Centre Address ______________
                                                                                              _____________________

Telephone Number  _____________________
Childs Medical Number___________________
In the event of an accident and we are unable to contact you do you give consent for your child to be transported to hospital for further medical attention as required. This will be done by ambulance or private car as appropriate and your child will be accompanied by a responsible adult of the same gender.

                                                  Parent/ Guardian signature:____________________

I agree to keep LASC updated in any changes to the above information.

                                                  Parent/ Guardian signature:_____________________
FAILURE TO COMPLETE THIS FORM AND RETURN AS SOON AS POSSIBLE COULD RESULT IN YOUR CHILD NOT BEING ABLE TO TRAVEL TO AWAY GALAS.

ALL OF THE ABOVE INFORMATION WILL BE TREATED IN CONFIDENCE.
