
Tri-City Track Club 
Kids’ Running Clinic 

 
Participant’s Name:_________________________________________________________ 
 
Age:_______________    Date of Birth:_______________________________________ 
 
Mother’s Name (first and last):________________________________________________ 
 
Father’s Name (first and last):_________________________________________________ 
 
Street Address:_____________________________________________________________ 
 
City:____________________________ State:________________ Zip:_________________ 
 
Home Phone:_________________________ Work Phone:__________________________ 
 
Father’s Cell:_________________________  Mother’s Cell:_________________________ 
 
 
List the names of any other adults your child/children will be able to leave with: 
 
1.________________________________________________________________________ 
 
2.________________________________________________________________________ 
 
3.________________________________________________________________________ 
 
4.________________________________________________________________________ 
 
5.________________________________________________________________________ 
 

Emergency Contact 
 
1.  Name:_______________________________ Phone Number:_____________________ 
 
2.  Name:_______________________________ Phone Number:_____________________ 
 
 
Insurance Carrier:__________________________________________________________ 
 
Policy Number:____________________________ Group Number:__________________ 
 
Family Physician:__________________________ Phone Number:__________________ 



Tri-City Track Club 
Kids’ Running Clinic 

Had a major illness y n 

If the participant has asthma, they will be required 
to keep medication at site of the clinic. 

 
1.  Is the participant under a doctor’s care?  If so, explain: 
 
__________________________________________________________________________ 
 
2.  Does the participant have any allergies?  If so, explain: 
 
__________________________________________________________________________ 
 
3.  Does the participant have any chronic medical condition?  If so, explain 
 
__________________________________________________________________________ 
 
4.  Is the participant currently taking any medications?  If so, explain: 
 
__________________________________________________________________________ 
 
 
5.  In the last year, has the participant: 
 

Been hospitalized  y n 
Undergone surgery y n 
Been unconscious  y n 
 

Emergency Information 
 

I hereby authorize Tri City Track Club or anyone they designate to treat my child, 
_______________________, for injuries or illness that may occur during the Kid’s 
Clinic.  I authorize necessary medical treatment to any hospital designated by Tri City 
Track Club.  It is understood that the parents will be called upon to give additional 
authorization if advanced treatments (MRI, lab tests, surgical procedures, etc…) if 
necessary. 
 
I am aware as a parent of the above participant that I will be responsible for providing 
proper insurance information to Tri City Track Club prior to participation in any 
programs. 
 
_________________________________________________(signature) 


