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        REGISTRATION/MEDICAL FORM
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SASRAPID Barracudas
          Swim Squad
                Date of Enrolment:___/___/___
Please complete this form to the best of your ability. If you do not feel comfortable in completing this form please ask for assistance. Any information provided by you is strictly confidential and will only be available to the SASRAPID administrators and to your Coach for your safety and enjoyment of the sport.

PARTICIPANT DETAILS

Given Names: _______________________ Surname: __________________________
Address: ____________________________________Suburb: _________________

State:______ Postcode:___________   Phone: _______________________________

Date of Birth:____/____/_____  


Gender:  Male (  Female (
Language(s) spoken at home: ____________________ Country of Birth: ______________

Does the Participant wish to be recognised as an Aboriginal?

Yes (
No (






 Torres Strait Islander?       Yes (
No (
Does the participant wish to be recognised as coming from a Culturally and Linguistically Diverse background (CALD)?







Yes (
No (
Name of Primary Carer: (Parent/Carer/Guardian) __________________________________

Address (if different to participant): __________________________________________

________________________________________________________________

Telephone Number (Home): ____________________ (Work): _____________________

Emergency Contact Name:__________________ Phone: _________________________

Please give details of the participants integration difficulty: (e.g. intellectual, physical, autism, sensory)
_____________________________________________________________________________________

________________________________________________________________

________________________________________________________________

** Please indicate if you have Down Syndrome





Yes ( No (
If yes, have you been diagnosed with Neck Instability




Yes ( No (


Do you have EPILEPSY?

Yes ( No ( (Go to next question)
Date of last seizure: ___/___/___

Frequency of seizures: _________________________________________________

Type of seizures: ____________________________________________________

Pre-seizure behaviour: _________________________________________________

Do you have ASTHMA?


Yes ( No ( (Go to next question)

Date of last attack: ___/___/___

Frequency of attacks: _________________________________________________

Is there anything that triggers the attacks? ____________________________________

YOU MUST BRING YOUR PUFFER/INHALER TO EVERY TRAINING SESSION

NO PUFFER = NO TRAINING
Do you take ANY Medication? 
Yes ( No ( (Go to next question)
	What medication

are you taking?
	What is the medication for?
	How does the medication affect you?

	___________________
	___________________
	_______________________



	___________________
	___________________
	_______________________



	___________________
	___________________
	_______________________



	___________________
	___________________
	_______________________




Please note:  Sasrapid Staff/Coaches will not be responsible in any way for assisting in the dispensation or administering of medication of any kind.

Is there ANYTHING else about yourself you can tell us that you think the Sasrapid Staff/volunteers should know?  eg. method of communication, mobility, behaviour etc. _________________________
________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________
Doctors Name: ______________________________________________________

Clinic: ____________________________________________________________

Medicare No: ________________________ Ambulance Cover: 
Yes ( No (
Religion: Please indicate your religious beliefs should this impact on your medical attention _____________________
Is the Participant a graduate of the Rapid Swim program?


Yes (
No (
Has the participant attended other Swim Schools?



Yes (
No (
If yes please give details of School and level achieved: ______________________________

_______________________________________________________________

State Swim Clovercrest 4.00pm – 4.50pm Wednesday

State Swim Clovercrest 5.00pm – 5.50pm Wednesday
Program / Venue Preference(s):
1.__________________  





2.__________________
PROGRAM FEES:
Swim squad fees are $12.50 per lesson, payable by the term. Payment of fees is due prior to the start of the term. 
If the participant enrols in 2 sessions per week they will be charged $20.00 per week. This is also due prior to the start of the term.

Whilst the judgement of the person themselves, their parents/care-givers or referring body will be taken into consideration, the final decision regarding the acceptance to the Swim Squad program is at the discretion of the Management Committee of SASRAPID.
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PLEASE RETURN TO


Swim Squad Project Officer


SASRAPID


Level 2, Station Arcade


52 – 54 Hindley Street


ADELAIDE SA 5000





In the case of a severe injury/medical emergency a staff member will call an ambulance. The participant (and their family) must agree to pay all associated costs involved.
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