IMMACULATE CONCENPTION YOUTH ORGANIZATION (ICYO)

ATHLETIC REGISTRATION AND MEDICAL RELEASE FORM

All Fields must be completed and Registration Fee of $175.00 must be included
CHILD’S NAME: ___________________________________ PROGRAM: ICYO Travel Basketball Program   

Email ID: _______________________________          PARISH: _______________________________________               

ADDRESS: ______________________________________________________
 AGE: _____
GRADE: _________

HOME PHONE: ____________________WORK PHONE: _________________  CELL PHONE: _________________

EMERGENCY PHONE: _______________________
EMERGENCY CONTACT: _________________________

I, as parent or guardian, grant ____________________________________ permission to participate as a team member of the ICYO sponsored program noted above.  In giving such permission, I hereby release and discharge the ICYO, its officers, coaches and officials from all cause, action or claim of injury and damage while said child is participating as a member of the team.  

It is imperative to have the name or telephone number of a relative that can be reached in your absence should your child need medical treatment for an injury during a practice or game.  This person should be empowered to authorize medical treatment for your child.  They should be located close enough to the gym so that in the event an injury occurs, they are able to come to the gym if their presence is necessary.    

I hereby grant my child permission to receive emergency medical attention in my absence and I have listed both the name and telephone number of someone that can be reached in case of emergency.

MEDICAL RELEASE FORM

I hereby give my permission for any and all medical attention necessary to be administered to my child in the event of an accident, injury, sickness, etc. under the direction of the person(s) listed below, until such time that I may be contacted.  This medical release is effective for one year from the date given below.  I also hereby assume the responsibility for payment of any such treatment.

INSURANCE COMPANY: _______________________________________
POLICY #: _________________________

In case I cannot be reached, any of the following are designated to act in my behalf: _________________________________

and ANY LEAGUE OR TOURNAMENT REPERESENTATIVE WHERE MY CHILD IS PLAYING OR PARTICIPATING IN A TOURNAMENT.

FAMILY PHYSICIAN’S NAME: __________________________________ 
PHONE #: __________________________

ADDRESS: __________________________________________________________________________________________

ALLERGIES (IF ANY): _______________________________________________________________________________

MEDICINES BEING TAKEN (IF ANY): ________________________________________________________________

I have read and understand all of the above.  I understand that by signing this form I am empowered to authorize medical treatment for my child.  Please sign and return to the coach.

Printed First and Last Name of Parent or Guardian______________________________________________

Signature of Parent or Guardian: __________________________________
Date: _______________

