THIS MEDICAL RELEASE FORM IS TO BE COMPLETED PRIOR
TO EACH SWIMMER’S FIRST DAY OF PARTICIPATION.

RELEASE FROM LIABILITY AND INDEMNIFICATION: I agree to waive and release Sprint Club Swimming, and its officers, agents, and employees from and against any and all claims, cost liabilities, expenses, or judgments, including attorney’s fees and court costs arising from my or my child/ren`s participation in the Club’s program or an illness or injury resulting there from and against any and all such claims, whether caused by negligence or otherwise, except for illness and injury resulting directly from gross negligence willful misconduct on the part of the Club or its employees. I understand that if I am or my child/ren is/are injured this waiver will be used against me and anyone else claiming damage because of my or my child/ren`s injury in any legal action. I hereby represent that I understand and am familiar with the nature of the activities in which I or my child/ren will participate in this recreational program, that I am or my child/ren is/are in good physical health, and that I or my child/ren do not have physical or emotional conditions, past or present, of which I am aware, which would any way affect my or my child/ren`s ability to participate in this activity. I have read and understand this waiver and the dues structure and policies.

_______________________________________________________________            ____________
              Parent NAME                     RELATIONSHIP TO SWIMMER

         DATE

MEDICAL AUTHORIZATION:  Pursuant to Civil Code 25.8, the parent/guardian authorizes to any coach or officer of the Sprint Club Swimming, LLC to arrange for medical and dental care of__________________________________________, and give oral or written consent on my behalf for medical and dental treatment including surgery by a licensed physician.  The parent/guardian agrees to be responsible for all such charges.


INSURANCE CARRIER: ___________________________________________________________________________

Policy #:  ________________________________________________________________________________________

PERSON TO NOTIFY IN CASE OF AN EMERGENCY:
1.     






Phone:

2.    






Phone:


Physician:  






Phone: 

Please make note of any special information (i.e. allergies, chronic illness, allergies to medicine, etc.) which might affect participation of your child in this program: 
_____________________________________________________________________________________________


______________________________________________________________________________________________

______________________________________________________________________________________________

