Derby Wrestling Club

Registration Form

    Fees: $65 (this includes a  USA card)    $30 (refundable at the end of the season)


Parental Instructions Concerning Medical Treatment

Wrestler’s Name _____________________________________  Date of Birth________________________
Number of years experience ___________________________   Weight ____________  Age ____________
Parent/ Guardian Name ___________________________________________________________________
Address  _______________________________________________________________________________
Email Address: __________________________________________________________________________
Are you interested in helping with coaching?  Practice Room ________  At Tournaments _________

Telephone Numbers:   Mother:
Home: ______________
Work: ____________ Cell: _____________


        Father:
Home:
_____________
Work: ____________ Cell: _____________
Please indicate another person to contact in the event of an accident and we are unable to reach you:

_____________________________________________________________  Phone #: __________________

Insurance Company  _____________________________   Policy Number __________________________

Is your child presently on medication? (If yes, please list medication(s):  ___________________________

_________________________________________________________________________________________

Drug Sensitivities_________________________________________________________________________

Other Allergies or Medical Concerns ________________________________________________________


Please read the alternative statements below and sign under the one that you choose.  DO NOT
SIGN MORE THAN ONE!
1.
If my child needs medical attention, it is my wish that I be contacted before any medical 


procedures are done on my child, unless immediate treatment is necessary to save my


child’s life or prevent permanent injury.


Signature of Parent/Guardian __________________________ Date __________

2.
If my child needs medical treatment while participating, it is my wish that the treatment


be begun while efforts are being made to contact me.   So that treatment is not delayed, 

I consent to any medical procedures that the physician believes needed, on the under-


standing that efforts will continue to be made to contact me.  I accept responsibility


for all costs related to such treatment.


Signature of Parent/Guardian __________________________ Date ___________
Please mark one or more of the areas that you are willing to help with this year.

_______________________ Concessions at the tournaments

_______________________ Hospitality for the tournaments

_______________________ Raffle for the tournaments

_______________________ Set-up/clean-up for the banquet

_______________________ Decoration for the banquet

_______________________ State Incentive posters

_______________________ T-shirt distribution

_______________________ Singlet Pass-out and Turn-in

_______________________ Tournament Program

Name ____________________________________ Phone Number __________________

List any other ideas that you would like to see the club do this year. _____________________________________________________________________________

Please read both options before signing.  We plan to use photos, taken at tournaments, on our Web Page at derbywrestlingclub.org.





PLEASE SIGN ONLY ONE!!!





1.	Derby Wrestling Club has my permission to use my child, __________________’s, photo on the Club Web Page.





	Signature of Parent __________________________________ Date ______________








2.	I do NOT give Derby Wrestling Club the authority to use photos of my child, _________________________, for use on the Club Web Page.





	Signature of Parent __________________________________ Date ______________


 








