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Kenmore Rowing Club
Junior/Youth Emergency Contact Information.

I recognize that any activity such as rowing may involve certain dangers, including but not limited to the
hazards of rowing, shell collision or upset, water immersion, lifting and carrying of shells and equipment, forces of nature, conditioning exercises and the actions of participants and other persons. I understand that neither Kenmore Rowing Club, Kenmore Waterfront Activity Center, the city of Kenmore, nor the staff and all persons related directly or indirectly with the program assume no financial obligation or liability for any injury, illness or disability arising from my participation in the KRC rowing program. In the case of an accident of illness wherein I am not able to give consent for medical care, I hereby give permission for the junior/youth participant named below to receive emergency medical treatment.

Signature of Parent/Guardian _________________________________ Date: _______________

Printed Name: _____________________________________________

Rower’s Printed Name: ______________________________________     Participant/Rower’s Birthdate: ___________
Emergency Contact Information:
First Contact:
Name _______________________________________________________________Day Phone _________________

Evening Phone _____________________________ Mobile _____________________________
Alternate Contact:

[bookmark: _GoBack]Name ___________________________________________________________ Day Phone ________________________

Evening Phone _____________________________ Mobile _____________________________

Allergies: _________________________________________________________________________________________

Medications: ______________________________________________________________________________________
Medical Concerns and Conditions, Previous Injuries:

__________________________________________________________________________________________________

Limitations on Activities: _____________________________________________________________________________

Comments: ________________________________________________________________________________________

Physician Name: ________________________________________________ Phone: _____________________________

Preferred Hospital: __________________________________________________________________________________

Medical Insurance Co: _______________________________________________________________________________

Phone Number: ________________________________________________________________

Group/Policy Number: ___________________________________________________________
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