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Name: ______________________________________________     Age: ______ DOB.___________   Grade (in Sept.): _____

Address: ____________________________________________     Town: ___________________ 

Zip Code: ______________     Home Phone: (______) __________________________________

Cell Phone: (______) ____________________________     Work Phone: (______) ________________________

Caregivers’ names: _________________________ 		Insurance Company: ____________________

E-Mail: _________________________________________________________

Emergency Contact Name: ____________________________ Emergency Contact Relationship: _____________________

Emergency Contact Phone: (______) ________________________

I certify that I have read and will comply and insure my child complies with all Cohasset Sports Complex policies, rules, and regulations. My child and I further agree to indemnify and hold harmless anyone associated with Cohasset Sports Complex; its staff and/or representatives cannot be held responsible for any injury sustained to my child during a Cohasset Sports Complex event.

Parent / Guardian Signature: _______________________________________________  	Date: _____________


*Participants must provide a copy of their most recent physical exam and immunizations!*
(If one is already on file, cannot be older than 12 months)

Registration forms/payment/physical can be sent to: Cohasset Sports Complex, 34 Crocker Lane, Cohasset, MA 02025
or emailed to registrations@cohassetsportscomplex.com
RELEASE OF LIABILITY AND WAIVER FORM


As the parent/legal guardian of ___________________________________, I request that in my absence the above named player be admitted to any hospital or medical facility for diagnosis and treatment.  I request and authorize physicians, dentists and staff, duly licensed as Doctors of Medicine or Doctors of Dentistry or other such licensed technicians or nurses, to perform any diagnostic procedures, treatment procedures, operative procedures, and x-ray treatment to the above minor.  I have not been given any guarantee as to the results of examination or treatment.  I authorize the hospital or medical facility to dispose of any specimen or tissue taken from the above named player.

Player’s Date of Birth:		_____/_____/_____
					  Month	     Day    	    Year

Date of Tetanus Booster:		_____/_____/_____		(listed as DTAP or TdaP on physical)
					  Month 	     Day         Year

Known Allergies of this player, including allergies to medicine:   ___________________ 

______________________________________________________________________

Any other medical problems that should be noted:  _____________________________ 

______________________________________________________________________

Name of Parent or Guardian:	___________________________________________

Address:	___________________________________________________________

Phone:   (h) _________________ (w) ___________________ (c) ________________

Person to notify if parent/guardian is unavailable:  ______________________________

Address:	___________________________________________________________

Phone:   (h) _________________ (w) ___________________ (c) ________________

Insurance Carrier:	_____________________________________________________

Group/Policy Number:   _________________	Telephone number: ________________

Signature of Parent or Guardian:	__________________________________________

Printed Name: ___________________________ Date: __________________________
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