
Mid-Cities Arlington Swimming 
Swim Lesson Application 
 
 
_____________________________________________________________ 
Legal First Name   Legal Middle Name   Legal Last Name 
 
_____________________________________________________________ 
Preferred Name   Birth Date (mm/dd/yy)   Current Age 
 
   Female    Male      

 
__________________________________  __________________________________ 
 Father’s or Guardian’s Name     Mother’s or Guardian’s Name 
 
__________________________________________________________________________ 
 Address      City   ZIP 
 
__________________________________________________________________________ 
 Home Phone   Cell Phone   E-mail Address 
=========================================================================================== 
 
Previous Swim Lessons?  Yes ___  No ____ If yes, where & when? ________________________ 
 
__________________________________________________________________________ 
(circle your choices) 
 
TCC SE Campus:  5:15-5:55pm  6:00-6:40pm  6:45-7:25pm       
 
Trinity HS:   5:30-6:10pm       6:20-7:00pm  
 

**All lessons meet four days per week during the summer, Monday through Thursday, for two weeks. 

Session Start Date:  May 24,  June 7,  June 21 ,  July 5 and July 1 9 

Session cost is $75 each for 8- 40 minute lessons.   Make- ups are allowed for pool outages only.  

Please read the following information and disclaimer carefully.  Acknowledge your understanding and agreement to these conditions by signing below. 

As parent or legal guardian of the above named child, I hereby release Techno-Sports, Mid-Cities Arlington Swimming, HEBISD, Tarrant County College 
and the City of Arlington (hereafter referred to as the Swim Group), and the employees, agents or representatives from any and all liability, claims, costs, 
expenses, injuries or losses including those resulting from acts of negligence by the Swim Group that I or my child may otherwise sustain as a result of 
my child's participation in or using the programs, services, facilities and equipment of the Swim Group. I also release the Swim Group from loss or 
damage to my or my child's person or property caused by other users of the program.  I further acknowledge that I/we have familiarized myself/ourselves 
with the description of the activities, understood the hazards and the participant's personal limitations, and knowingly assume all risks. 

__________________________________________________________________ 

Parent or Guardian Signature       Date 

For office use only 
TCC  _____ 
Trinity  _____ 
HSRC    _____ 
Time: _____ 
Coach:   _____ 
Tshirt:  _____ 
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                 P. O. Box 13849 
     Arlington, Texas 76094 
 
 
____________________________  ___________________________ 

Legal First Name      Legal Last Name 
 
____________________________  ____________________________ 
 Legal Middle Name     Preferred Name 
 
____________________ ___________      Female    Male 
     Birth date (mm/dd/yy)   Current Age 
 
__________________________________  __________________________________ 
     Medical Doctor’s Name     Medical Doctor’s Phone Number 
 
__________________________________  __________________________________ 
     Dentist’s Name      Dentist’s Phone Number 
 
In case of an emergency and the parents or guardian cannot be reached, please contact: 
 
__________________________________________________________________________ 
 Name       Phone 
 
Please list any ongoing medical conditions and medications for any condition that you feel is necessary for the 
coaching staff to be aware of: _____________________________________ 
 
__________________________________________________________________________ 
 
Please list any medications that your child is allergic to: ________________________________ 
 
__________________________________________________________________________ 
As the parent or guardian of the above-named swimmer, I hereby give consent for emergency medical care 
prescribed by a duly licensed Doctor of Medicine or Doctor of Dentistry.  This care may be given under whatever 
conditions are necessary to preserve the life, limb or well-being of my dependent. 
 
 
_________________________________  _________________________________ 
 Signature      Date 

 

     Consent for 
 Medical Treatment 


	Mid-Cities Arlington Swimming

