
Member’s Name: Date of Birth: / / 

Parent / Carer: Phone: 

Emergency Contact Name: Phone: 

Relationship to Member: 

Medical Information YES NO Details as Required

Heart problems

Respiratory problems

Asthma

Allergies (eg. food, 
medications, other)

Diabetes

Blood pressure

Recent operations

Epilepsy

Phobias

Muscular complaints

Travel sickness

Special dietary requirements

Medications required

Other - please list

Medical Information Form



Cairns Stingrays Swimming Club operates as a 
proactively inclusive social sporting outfit and 
encourages its members to participate in its 
social activities and beyond in the community. 
We issue monthly newsletters and operate 
our own social media pages through which 
we disburse club activities, including photos 
and articles featuring club members. This is 
aimed at promoting notable achievements and 
reinforcing a positive club ethic both within the 
Club and in the immediate community.

We acknowledge matters of privacy and offer 
members a choice of inclusion options as follows:-

1. FULL permission and disclosure.

2. Photo and/or name to be 
mentioned but NOT together.

3. Name only.

4. NO permission.

Media Policy Approval / Consent Form

Olympians Chris Wright and 
Brenton Rickard trained 
with the club.

”Today’s Kids… Tomorrow’s Heroes”

Child’s Name
Full 
Approval

Photo 
Approval, no 
direct name 
association

No photo, 
but name 
can be 
mentioned 
in media

I DO NOT give 
permission for 
my child to 
be featured in 
any media
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