Westcoast Masters Swimming Club Inc

Medical Record Card

Name: _________________________________   Date: __/ __/ __

Age: Age over 30 male / 40 female? Y / N
Emergency Contact: 
Name: ____________________ Relationship: __________


Phone: ____________________

I suffer from:

	YES/NO 
	Diabetes

	YES/NO
	Heart Disease

	YES/NO
	Asthma

	YES/NO
	High Blood Pressure

	YES/NO
	Epilepsy

	YES/NO
	Other (please give details)



Allergies:

Comments:

All information provided here will be kept private and confidential. All information to be held by the Club Coach Coordinator / Club Safety Officer. No other persons will be given access without your permission, except in an emergency. If you have any concerns about disclosing medical details, please see the Club officers.  
Whilst exercise is regarded as important to our health, there are also risks associated with training and performance, particularly if the training is vigorous.  It is crucial that you train at the level that is safe for you!
All information will be destroyed at the end of the year.
New forms must be completed annually.

Please return as attachment to Club Coaching Coordinator/Safety Officer to email: westcoastmasters0@gmail.com

