
Club Name:

​​​​​​​​​​​​​​​​​​​​​​​__________________________________________________________

National Association:
__________________________________________________________

Age Group:

__________________________________________________________

ID :


__________________________________________________________
Number of Team Members :_______________________


Name Of Players:

First Name:

__________________________________________________

Last Name:

__________________________________________________

Initial:


__________________________________________________

Nickname:

__________________________________________________

Passport No:

__________________________________________________
Jersey No:

__________________________________________________

Coach:


__________________________________________________

Manager:

__________________________________________________

Player’s Insurance Certificate: ___________________________________________

Parents Information

Mother’s Name:
__________________________________________________

Father’s Name:
__________________________________________________

Address:

__________________________________________________

Phone:


__________________________________________________

E-Mail:

__________________________________________________

Emergency Contact and Phone No (other than parents): _______________________
____________________________________________________________________










STAMP FROM AFFILIATED ASSOC:








CONSENT FOR MEDICAL TREATMENT (MINOR)





As the parent or legal guardian of the above-named player, 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 of Parent or Guardian:





X___________________________











