DRAFT

MEDICAL AUTHORIZATION

Meet Name:



Travel Dates:



Competition Dates:


Site:




I do hereby voluntarily consent to necessary medical and/or surgical procedures and treatment by the medical facility/hospital chosen by __________________________ for:

Printed Name of Athlete: __________________________________________________

I am aware that the practice of medicine and surgery is not an exact science and I acknowledge that no guarantee is to be made to me as the result of the treatments or examinations by these person or facilities.

____________________________________________________________
_____________________

Signature of Swimmer






Date

____________________________________________________________

Printed Name of Parent or Legal Guardian

____________________________________________________________
_____________________

Signature of Parent or Legal Guardian




Date

Phone numbers where relative or guardian can be reached in case of an emergency

Day______________________________________
Evening____________________________________

Email_____________________________________
FAX_______________________________________

Health Insurance Company (if any): _________________________________ Policy #________________

