MEDICAL RESPONSE INFORMATION AND CONSENT FORM

 

Full name:  ____________________________________________________________________________

Home address:  ________________________________________________________________

City:  _____________________________State:___________________Zip code:  ___________

Date of birth:  ______________________

People to contact in case of emergency:
Spouse’s telephone:  Home:  _____________________ Office:  ____________________

Other (name below):  Home:  ____________________  Office:  ____________________

Name of other person:  _____________________________________________________

Family Doctor:  ________________________________  Phone:  ___________________

Medical Information:
Allergies:  __________________________________________________________________________________________

__________________________________________________________________________________________

Medical Conditions:  ____________________________________________________________________________________

 
 

Medications taken Regularly:  _____________________________________________________________________________

 

Other information that may be helpful in case of an emergency:  __________________________________________________

 

Authorization and consent to treatment of a minor

 

I, ____________________________________________________________(full name) hereby consent to any medical and/or surgical treatment, diagnosis, anesthesia and hospital care which is deemed advisable by, and is to be rendered under the general and special supervision of, any physician licensed under the provision of the law of the state in which the said physician practices.

 

It is understood that this authorization and consent is given in advance of any specific diagnosis or need for treatment, but is provided to give authority to such physician and medical facilities in advance in the event that any such medical and/or surgical treatment, diagnosis, anesthesia or hospital care is deemed necessary by the above described physician.

I am aware that hospital procedures as well as the practice of medicine are not exact science and I acknowledge that there is no guarantee expressed or implied as to the results of such diagnosis, examination or other procedures carried on by such physician and /or hospital.

 

I acknowledge that the efforts of Carolina Yacht Club and those acting on its behalf in connection with any such medical situation do not constitute an acceptance or acknowledge by Carolina Yacht Club or any such individual acting on its behalf or responsibility for the medical situation involved, the result or any such treatment or care, or financial responsibility for such treatment or care

 

Date:  __________________  Signature:  __________________________________________________

Printed Name:  _______________________________________________

2010 Adult Sailing Class Application

Carolina Yacht Club
Full Name________________________  Nickname _____________________

Address ___________________________________________________________

City _________________________________ State _________ Zip Code _______

Phone (home) _______________ (Business) ______________ (Cell) ___________

Previous Sailing Experience ____________________________________________

Can you provide a boat?     Y   or   N      Type of Boat _____________________

Any other Information _________________________________________________

Email Address ______________________________________________ 

*If a non-member, sponsoring member ____________________________________

Sailing Lessons and Fees  (Please Circle)


Mem / Nonmem
    


Adult Class





$175 / $225










Total   __________

Method of Payment (check one that applies)
Club Account 
 ___ 
Account Number 
____

Check 

 ___
Check Number 
____

