Valley Soccer Club - TOP Soccer Registration Form 2011

NAME _______________________________________DATE OF BIRTH__________________

ADDRESS____________________________________________________________________________

CITY, ZIP____________________________________________ PHONE_________________________

_______ MALE        
_______FEMALE  

T-SHIRT SIZE  - 
YS
YM
YM
AS
AM
AL
AXL
AXXL
(Please include the parent’s size if they are volunteering to help coach)
PARENT OR GUARDIAN INFORMATION

MOTHER______________________________ PHONE________________ Address (if different from player)___________________________________

EMAIL ADDRESS________________________________________________________________________

FATHER______________________________ PHONE________________ Address (if different from player)___________________________________

EMAIL ADDRESS________________________________________________________________________

Health Information (Please check all that apply to your player) 

	Add/ADHD
	
	Autism Spectrum Disorder
	
	Down Syndrome
	
	Atlanto-Axial Instabilities
	

	Diabetes
	
	Hearing Impaired
	
	Fainting Spells
	
	Non Verbal, Signs
	

	Heart Problems
	
	Seizure Disorder
	
	Visually Impaired
	
	Hepatitis
	

	Asthma
	
	Mobility Impairment
	
	Bleeding Problems
	
	Emotional Problems
	

	Allergies
	
	Learning Disabilities
	
	High Blood Pressure
	
	Low Blood Pressure
	


AIDES USED: __________________________________________________________________________

ALLERGIES: __________________________________________________________________________

MEDICAL EMERGENCY -In case parent or guardian cannot be reached, please contact: 

NAME AND RELATIONSHIP____________________________________________________________________ PHONE__________________

DOCTOR______________________________________________________________________________________PHONE__________________

DENTIST______________________________________________________________________________________PHONE__________________

PRIMARY HEALTH INSURANCE CARRIER ____________________________________ Identification # ____________________________

CONSENT FOR MEDICAL TREATMENT -As parent or guardian of the above registered player, I hereby give my consent for emergency care prescribed by a licensed Doctor of Medicine or Doctor of Dentistry. This care may by given under whatever conditions are necessary to preserve life, limb, or well being of my dependent; 

USYSA/USSF RELEASE STATEMENT -As parent or guardians of the registrant, a minor, agree that the registrant and I will abide by the bylaws and regulations of the association and it's affiliated organizations (Eastern PA Youth Soccer Assoc., EPYSA and Valley Soccer Club, VSC). Recognizing the possibility of physical injury associated with soccer and in consideration for VSC accepting the registrant for it's programs and activities; I hereby release, discharge and otherwise indemnify these associations, their sponsors, employees and personal, including the owners of fields and facilities utilized for the programs, against any claim by or on behalf of the registrant as a result of the registrants participation, and of being transported to or from the same which transportation I authorized. 
Parent/Guardian Signature
___________________________________________Dated _______________________________________________ 

Form can be mailed to Valley Soccer Club, 607 Willow Drive, Green Lane, PA 18054
Internal Use Only:  Amt. Pd.  __N/A______ Multiple Player ___N/A_____ Check # ___N/A______ Date_________ Age Group              
Recv ' d. by_____
DO NOT WRITE IN THIS SECTION
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