CISA Membership Form

U-___Age group 2004

Last Name____________________________ First Name____________________ Ph. # _____________

Address __________________________________ City ________________ State_____ Zip __________

Birth Date _______ / ______ / _________
Male/ Female    
Player/Coach

Father’s Name______________________ Work Ph.#__________________ E-mail__________________ 

Mother’s Name_____________________ Work Ph.#__________________ E-mail__________________

List any medical problem or prohibition player has.___________________________________________

Person to notify in emergency_____________________________________ Phone #________________

Doctor to notify in emergency_____________________________________ Phone #________________

Number of prior seasons played in Fall______     in Spring______     
 Skill level:  Beg.  -  Int. -  Adv.

Height____________ Weight ____________ School______________________________ Grade ______






Youth          

Adult

Uniform Size 
Shirts:    XS   S   M   L   XL             XS   S   M   L   XL

Shorts:   XS   S   M   L   XL             XS   S   M   L   XL

I, the parent/guardian of the registrant, a minor, agree that I and the registrant will abide by the rules of the U.S. Youth Soccer, its affiliated organizations and sponsors.  Recognizing the possibility of physical injury associated with soccer and in consideration for the USYS accepting the registrant for its soccer programs and activities, I hereby release, discharge and or otherwise indemnify the USYS, it’s affiliated organizations and sponsors, their employees and associated personnel, 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 registrant’s participation in the Programs and/or being transported to or from the same, which transportation I hereby authorize.











Parental Support:

Name___________________________________ 


Are you interested in helping? 


Parent/legal Guardian (Please Print)







 








Signature X______________________________Date_________

CONSENT FOR MEDICAL TREATMENT (Minor)

As the parent for 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 the well being of my dependent.
Signature of Parent or Guardian


X________________________________________ 

Address___________________________________

City______________State_____Zip____________

Hm Ph #________________Wk________________

Questions? Call John Box   @  317-569-1454 

Or     jbox@indy.rr.com

OFFICIAL USE ONLY:





Picture received :       Yes                No





Birth date Verified:    Yes		No 





Player Fee  $________________





Check #______________ Cash____________





Date________________________________





Coach		Team Parent


Asst. Coach	Snack Organizer


Team Manager	Other____________











