
MEDICAL AUTHORIZATION FORM, LIABILITY WAIVER 

WEAVERVILLE SWIM TEAM 

 

Child’s Name _________________________________________________ DOB     /  /  

                                Last                         First                    MI 
 

Address _________________________________ City_______________  State____ Zip_________ 
 

Parents/Guardians Name _____________________________________________________________ 
 

Home phone _____________________ Work phone____________________ Cell phone ______________ 
 

E-Mail Address:         
 

Emergency Contact_______________________  Phone ______________________    
 

Emergency Contact_______________________  Phone ____________     
 

Name of Insurance Carrier___________________________Address: ____________________________  
      
Phone ____________________________  Policy Number ______________________________  
 

Family Physician ______________________________ Phone___________________________________ 
 

All information will remain confidential. 
Does this athlete have any allergies?   Bee stings, medications, etc.?                  
Is this athlete taking any medication?  Yes/No (if yes, please list medication)               
Do you feel this athlete is physically able to stand the rigors of swimming?     
 

Weaverville Swim Team Waiver 
I hereby agree for myself, my child, my heirs, executors and administrators, to indemnify, defend and hold the 
Weaverville Swim Team, Weaverville/Douglas City Parks & Recreation District, Trinity County and it’s officers, 
directors, board members, employees, volunteers, agents, independent contractors and other participants in 
the program, harmless from any and all liability and claims with the respect to any bodily injury, personal 
injury including death, or property damage which may occur to myself or my child or which may be 
aggravated by participating in a Weaverville Swim Team program.  I take full responsibility for my welfare and 
safety, and that of my minor child, during Weaverville Swim Team activities and know that activities should 
only be engaged in by those in good health and that I should consult a physician before enrolling in a 
Weaverville Swim Team program.  I understand the Weaverville Swim Team carries no medical insurance, 
and it is expected that I have health insurance to cover any injuries or losses.  In case of accident or illness, 
the Weaverville Swim Team has permission to secure the necessary medical attention if unable to contact me 
or if I am unable to give conscious permission. I, individually, and on behalf of any minor child, hereby release 
the Weaverville Swim Team, Weaverville/Douglas City Parks & Recreation, Trinity County and it’s officers, 
directors, board members, employees, volunteers, agents and all other participants in the program from any 
claim whatsoever which may arise as a result of any first aid treatment or assistance provided to me in 
connection with any injury that arises from participating in a Weaverville Swim Team activity.  
By signing below, I understand that my and/or my child’s participation in any LPP program is voluntary and that there is a 

potential risk of exposure to illness, including COVID-19. I also understand that LPP and/or WDCPRD cannot guarantee 

that me and/or my child will not be exposed or contract illness including COVID-19 while attending a LPP Program. I also 

agree that I will keep myself and/or my child home should me/he/she show any symptoms of illness including cough, 

fever, or similar flu-like symptoms in advance of any program day. Further, I will remove myself or pickup my child from 

the LPP program immediately upon notification that he or she is exhibiting any such symptoms. 

 Signature of Parent or Guardian     Date  

 

 

____________________________________   ________________________ 


