MERCERWOOD SHORE CLUB
Manta Rays — SWIM TEAM APPLICATION

MSC Swim Team operates an off-season program from October until mid-May. Swim Team dues must be paid
and a completed application turned in before a swimmer may participate in practices or competitive events. This
Casual Swim Team is for children ages 5 - 18 who can swim at least 25 meters (length of pool) freestyle. There is no
tryout necessary. Cost is $150 per child per quarter. Each quarter includes approximately 12 weeks (up to 4 times
per week) of coached practices and the possibility of competitive swim meets. Our plan is to limit this team to MSC
members.

Available Swim Team times:

10 & under M&W 6:00pm — 6:45pm
T & Th 6:30pm — 7:15pm
11 & older M&W 6:00pm — 7:15pm
T & Th 6:30pm — 7:45pm

(Quarter 2 is January 5th)
Please fill out registration form and return it to the office by January 4
Participants may come up to four times per week. Regular attendance is not mandatory.
A separate registration form must be filled out each quarter.

Parent's First and Last

Name(s):
Address:
Home Phone: Emergency (cell/work):
Email:

CHILD NAME BIRTHDATE COST
Ist $150.00
ond $150.00
3rd $150.00

Total: $

MSC members only:

I hereby authorize Mercerwood Shore Club to bill our account for the amount indicated above for Swim Team
Registration.

Date #
Signature of MSC Member or Legal Guardian Member Number

OFFICE USE: Form Seen By:  Office __ Coaching Staff



Permission and Consent to Medical Care

I give my permission for my children listed below to participate in the Mercerwood Shore Club Winter Swim Team
(“MSC Team”). I agree that neither Mercerwood Shore Club (the “Club”), nor the employees of the Club, nor the parent
volunteers assisting the MSC Team, nor the Club Board of Directors shall in any way be held liable for any accident or injury in
any way received on account of or while engaged in any activity sponsored by the MSC Team. I further agree that neither the
Club, nor any of its employees or volunteers, nor the board members of the Club shall be held responsible for the payment of any
bills rendered for medical services as a result of such accidents or injuries.

What happens....... if your child needs emergency treatment in your absence? If your child needs emergency treatment
and is under the age of 18, hospitals are required by law to reach you for authorization to medically treat your child, except in the
case of truly life threatening situations. Only a parent or legal guardian may give this authorization.

If you are not available to sign the consent, all attempts have been made to reach you, and you cannot be reached within
a reasonable time, you can ensure emergency treatment for you child by using this PERMISSION and CONSENT TO MEDICAL
CARE form.

The undersigned parent or legal guardian hereby agrees to the terms of the first paragraph above and authorizes all
medical, surgical, diagnostic, and hospital procedures as may be performed or prescribed by a treating physician for child /
children identified below if I cannot be reached in the case of any emergency.

(Signature of parent or legal guardian) (Date)

Please complete the following information:

Child’s Name: Date Of Birth:
Child’s Name: Date Of Birth:
Child’s Name: Date Of Birth:
Parents/Guardians:

Address:

E-Mail Address(es):

Home Phone: Cell Phone(s):

Work Phone(s):

Emergency Contact/Phone:

Emergency Contact Relationship:

Physician’s Name: Phone:

COMPLETE MEDICAL INFORMATION ON EACH CHILD ON REVERSE SIDE




MEDICAL INFORMATION FOR FACH CHILD

Child’s Name: Date Of Birth:

List any medical or physical limitations child may have:

__ Asthma __Glasses or Contacts __ Surgery within the year _ Heart Murmurs
__Allergies __ Bleeding tendencies __Head injuries within the year __Serious Illness
__Diabetes _ Fractures within the year __ Dental Braces or Bridges _ Seizures

If any of the above were checked, please specify here:

Special Instructions relative to seizures:

Current Medications:

Allergies to Medications:

Date of last tetanus immunization:

Other:
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