
AQUATICS 

SCHOOL SWIMMING MEDICAL FORM

Please provide us with the following pupil information:

NAME __________________________

D.O.B

___/___/_______ 

SCHOOL
__________________________________________________

YEAR GROUP
_______
TELEPHONE NUMBER__________________
MEDICAL CONDITION_____________________________________________________
______________________________________________________________
________________________________________________________________
MEDICATION (IF ANY) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ANY SPECIAL REQUIREMENTS________________________________________

________________________________________________________________________________________________________________________________
*SWIMMING ABILITY:– (please circle)

Non swimmer




Beginner (5 metres without aids)

Improver (10 metres without aids)

Confident (25 metres+/ deep water)
*Please provide any certificates of swimming ability before the first lesson

I agree to the information above being shared with LiveWire for the purposes of recording my child’s assessments and progress in their Butterfly system

Signed: _________________________ parent/carer
Date: _____________

THIS FORM MUST BE retained by the school, with information made available TO THE SWIMMING TEACHER ON YOUR FIRST LESSON

