Permission and Health Form
Please Type or Print – This Form MUST BE NOTARIZED
Athlete’s Name: _________________________________________________ Date: ________________________
Parent(s) or Legal Guardian: _____________________________________________________________________
Address of Parent/Guardian: _____________________________________________________________________
____________________________________________________________________________________________
Phone: _____________________ Business: _________________________ Cell: ___________________________
I hereby give my consent for the above athlete to participate in swim team activities.  I also give my consent for him/her to travel with the team to and from swim team activities. I will not hold the South YMCA or any representative there of in case of accident or injury, except in the case of negligence, whether it be enroute to or from or during any activity. If I cannot be reached and in the event of an emergency, I also give my consent for the South YMCA or coaches or representative to obtain through a physician or hospital of it’s choice, such medical care as is necessary for the welfare of the athlete, if he/she is injured in the course of swim team activities. I also guarantee of all charges incurred during this medical treatment (physical, hospital, x-ray, lab, drugs ambulance, etc.)

Parent or Legal Guardian Signature: ___________________________________________________________________________________
State of Ohio

County of ____________________________________

On this ______________ day of _______________ 20____, before me personally appeared to me known to be the person described in and who executed the forgoing instrument, and acknowledged that _____________________ executed the same as ________________________________________ free act and deed. In TESTIMONY WHEREOF, I have hereunto set my hand and affixed my official seal in the County and State aforesaid, the day and year first written above written.

Notary Public ______________________________________


My term expires ____________________________________

In regard to such person, I submit the following information:

1. Allergies to food, medications, etc. (in none, so state): ___________________________________________________________________
2. Special medical problems (if none, so state): ___________________________________________________________________________
_________________________________________________________________________________________________________________
3. Does participant carry medication on person: ___________ Yes __________ No


Medication: _____________________________________ Purpose: __________________________________________________
4. Date of last tetanus shot: ___________________________________________________________________________________________
5. May Tylenol, Advil, Benadryl, Imodium, Pepto Bismol be given as needed? __________________________________________________
6. Does he/she wear contacts? ____________________________ If yes, please bring your own eye care kit.
7. Physician: ___________________________________________________ Phone: _____________________________________________
8. Type of Insurance: ____________________________________________ Policy No: __________________________________________

Insurance Co. Name: ________________________________________________________________________________________

Address of Company: _______________________________________________________________________________________
Please include a copy of BOTH sides of the Insurance Card
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