MEDICAL INFORMATION      	    	[image: ]          


Name:  ________________________________________	D.O.B.:  _______________________________________

Address:  _____________________________________________________________________________________________
		(Street)			(City)			(State)		(Country)

Phone Number:  ______________________________       E-mail Address:  ________________________________

Emergency Contact Name & Phone #:  ___________________________________________________

Do you have any allergies? 			Do you currently take any medications?
(if so please list)				(please list)

	


	


       
	


	


[bookmark: _GoBack]If you have a known allergy, do you carry epinephrine?  Y / N

Do you have asthma?  Y / N		If so, do you carry an inhaler?  Y / N

Do you have any other pertinent medical conditions?




How well can you swim? (circle):     Great Swimmer      OK Swimmer     Cannot Swim


By signing below I acknowledge that the information provided is true and accurate to the best of my knowledge. I understand that providing inaccurate information could jeopardize my safety and could possibly result in injury or death.


__________________________________________      ___________________________________        ______________
	             (Signature)				(Print Name)			(Date)

_____________________________________________________________
(Adult Signature if participant is a minor)

If not signed by the patient, please indicate relationship: __________________________________
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