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2011 BAY SHORE YACHT CLUB 

STUDENT MEDICAL INFORMATION 

THIS FORM MUST BE COMPLETED AND RETURNED TO THE SAILING CHAIR 

BEFORE STUDENT MAY PARTICIPATE IN CLASSES

Please Print Clearly

Student’s Name: _____________________________________________  Date of Birth: ____________________________

Mother’s First Name: __________________ Daytime Phone: _________________ Cell Phone: ______________________

Father’s First Name:  __________________ Daytime Phone: _________________ Cell Phone: ______________________

Family Email Address: ________________________________________




  

Please provide two (2) LOCAL Emergency Contacts (name/phone/cell phone/address) in case parents cannot be reached: 

1. ________________________________________________________________________________________________

Relationship to Student:  ______________________________________________________________________________

2. ________________________________________________________________________________________________

Relationship to Student:  ______________________________________________________________________________

Does the student exhibit any of the following?  (Circle yes or no.  If yes, please explain)

Respiratory Problems
yes
no
____________________________________________________________________________

Heart Condition

yes
no
____________________________________________________________________________

Diabetes/Hypoglycemia
yes
no
____________________________________________________________________________

Epilepsy


yes
no
____________________________________________________________________________

Hemophilia

yes
no
____________________________________________________________________________

Allergies


yes
no
____________________________________________________________________________

Hearing Impairment
yes
no
____________________________________________________________________________

Hyperactivity

yes
no
____________________________________________________________________________

Anxieties/Fears

yes
no
____________________________________________________________________________

Fear of Being in Water
yes
no
____________________________________________________________________________

Other 


yes
no
____________________________________________________________________________

Is the student on medication?
yes
no
_____________________________________________________________________

Does this medication have any side effects? 
yes
no 
______________________________________________________________

Can the student complete the required swim test?  

(Any stroke, swim approximately 50 yards wearing sailing clothes, shoes and life vest.)
yes
no
not sure

Date of student’s last Tetanus shot/booster:  ____________________________________________________________________________
I understand that this information is to enable the instructors to best serve the student, avoid dangerous situations and to be prepared in the event of an emergency.
Parent/Guardian Signature ______________________________________________________ Date _______________________________
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