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Program Registration Form

Program Name Adult Volleyball



Today’s Date____________









Grade _______ Age ______
Participant’s Name_____________________

Date of Birth ____________

Address ______________________________

E-Mail: ________________

               






Sex    M___  F___


   ______________________________

Ph # Day ______Cell _____








Eve _________

Is participant a Town of Schroeppel resident?

Yes ⁭
No ⁭

Did you participate in this program in past years?
Yes ⁭  No ⁭

List participant’s medical condition or other conditions:
    

________________________________________________________________________

Person to notify in emergency________________________ Phone# _______________

Relationship to Participant ________________________________________________

Doctor to notify in emergency _______________________ Phone# _______________

Hospital preference, if any ________________________________________________

************************************************************************

I understand that there is no accident or injury insurance coverage for injuries incurred in this program.  

I agree to be financially responsible for any injuries related to program participation.

I understand that the fees for this program are not refundable except in the case of departmental cancellation.

If the participant named above is a minor:

1) My signature  signifies my permission for this person to participate in this program.

2) I give my consent for a licensed physician to perform whatever medical treatment is deemed necessary in my absence.

3) I give permission for the above named participant to be transported to the nearest available medical facility in the event of an injury.

______________________________________________________________

Signature of Parent or Guardian OR Adult Participant
Date

…………………………………………………………………………………………………………………

Please be sure to consult with your physician if you have any serious health problems such as neck or back injuries, joint problems (knee, hip, wrist etc.), heart disease, high blood pressure, glaucoma, recent surgery or are pregnant.  If any of these conditions exist or you have other health concerns you please get your doctors consent before doing this workout.
Date Paid ______





Amt Paid ______





Cash _____ Ck ____





Resident/Non-Res.











