Team Guthrie Application for Athlete/Participant Membership
Name:________________________DOB:___________Age Sept 1:_____

Address_______________________________________Phone:_________

# Years Wrestled:___________Weight________Heigth   ___ ft ___inches

Legal Guardians:______________________________________________

Address:______________________________________________________

Home Phone (    ) ___________
Cell: (    ) _____________

E-Mail Address ____________________________________

Sizes: 
T-Shirt:__________Shorts:__________Pants:__________

Parent’s Agreement
I, ____________________________, agree to abide by the Program Bylaws.  I shall at all times follow the chain of command and follow all directives of the Coaches and Board Members, and understand that failure to do so may injure the integrity of the program, and result in my immediate removal.  I shall strive to keep the interest of my child, as well as other children, and of the program as my foremost concern, and safety as the most important issue.

______________________________


_______________

Signature




Date
Release

By my signature, and of my free will, I do hereby agree to indemnify and hold harmless the Team Guthrie Youth Wrestling Program, Oklahoma YMCA Wrestling, the Oklahoma Kids Wrestling Association, USA Wrestling, or any staff members of said organizations from any and all claims or demands, costs, or expense arising from any injuries, damages, or losses, whether personal or property, sustained by me or any party for whom I am responsible.

______________________________


_______________



Signature




Date
For Offical Use Only

Circle one: Paid
    Not Paid
Amount: $__________Date:__________TG Rep initial:__________
Circle one:
Check
Number_________
Money Order

Cash
Team Guthrie Medical Information and Instruction Form

Name:_____________________________________________
DOB:_____________

Parent/Guardian:________________________________________________________

Address:________________________________________________________________

City:_________________________

State:______________
Zip:________

Home: (    ) ____________
Cell: (    ) ______________
Work: (    )_____________
Emergency Contacts
1. Name:_________________________________Relationship:__________________

Home: (    )________________Cell: (    )_______________`Work: (    )_____________

2. Name:_________________________________Relationship:__________________

Home: (    )________________Cell: (    )_______________`Work: (    )_____________

Medical Information
Insurance provider:________________________________________________________

Policy #:_________________________________ Group #________________________

Physician:________________________________ Phone:_________________________

Current Medications:______________________________________________________

Allergies:________________________________________________________________

Important Medical Information:______________________________________________

Authorization

Circle and initial next to the one you choose to agree with.

1. I/my next of kin be contacted before any medical procedures are taken on myself/my child, unless immediate treatment is necessary to save my/my child’s life or to prevent permanent injury or disability, in which case treatment should be under the supervision of one of the individuals listed on the bottom of this form.  I accept total responsibility for any and all cost related to such treatment. __________
2. Treatment is started under the supervision of one of the individuals on this form, while efforts are being made to contact me/my next of kin.  So that treatment is not delayed, I consent to any and all medical procedures that the attending physician believes are needed on the understanding that efforts are being made to contact me/my next of kin, and I accept total responsibility for any and all costs related to such treatment__________

Parent/Guardian signature:______________________
Date:___________________

Authorized attendees for my child/self:

All coaches and board members of Team Guthrie

Any medically certified members of Team Guthrie

Parent/Guardian Signature__________________________
Date:_____________

