IMMACULATE CONCENPTION YOUTH ORGANIZATION (ICYO)
ATHLETIC REGISTRATION AND MEDICAL RELEASE FORM
 
CHILD’S NAME: ____________________   PROGRAM: Basketball   Email ID:________     
 
ADDRESS: ______________________________ AGE (as of 9/1/11): ____ GRADE (fall 11): _________
 
HOME PHONE: ___________________WORK PHONE: ________________Parish: ____________
 
EMERGENCY PHONE: _______________________ EMERGENCY CONTACT: ____________
 
REGISTRATION FEE:    IC Parish Member $55.00      Non IC Parish Member  $75.00            (MAKE CHECKS PAYABLE TO ICYO) 
 
In our effort to build a balanced and competitive program, the ICYO can no longer allow special requests.

 We will accommodate requests for siblings. If there is a serious personal conflict please contact the director.  
     Shirt Size      Child SM ____   Child MD ____   Child LG ___
   (Check one)    Adult SM ____   Adult MD ____   Adult LG ____ Other __________ 
 
Late Fee of $20.00 will be accessed if a check isn’t submitted with the registration. 
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 field so that in the event an injury occurs, they are able to come to the field 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:
 
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. 
 
Signature of Parent or Guardian: __________________________________   Date: ______________ 
Questions??? Contact Jay Garner at icyo@verizon.net 
Mail Check and completed form to: Jay Garner, 4 Carroll Ave, Monroe Twp, NJ 08831 
 
 
