	


Downtown Ministries, Inc. Youth Sports 
2010 WAIVER & MEDICAL RELEASE FORM
Player/Cheerleader Name_____________________________Telephone_______________
Address__________________________________________ Date of Birth_____________
City, State Zip ___________________________________________ Grade ___________ 
I state that I am the parent/guardian of the applicant. The applicant has my permission to participate in all 2009 Downtown Ministries, Inc. sports activities. I understand that before the applicant is eligible to participate I am required to provide a copy of the applicant’s birth certificate. I understand that if I do not supply this document, the applicant will be excluded from participating in any activity. I understand that sports can be dangerous activities and that participation can result in serious injury. I assume all risks and hazards incidental to such participation, including risks and hazards incidental to the transportation to and from those activities, and hereby waive, release and absolve the organizers, officers, supervisors, coaches and persons transporting the applicant whether the result of negligence or for any other cause, except to the extent and in the amount covered by accident or liability insurance. Additionally, in consideration of participation in a program of the Downtown Ministries, the undersigned agrees that his/her likeness, or the likeness of his/her child/ward may be photographed or videotaped and that such image may be published in an outlet used to promote or publicize the Downtown Ministries. 
Parent/Guardian signature_______________________________________Date______________________
PLEASE PRINT EMERGENCY MEDICAL INFORMATION
Player/Cheerleader Name: __________________________________________________________________
Physician Name __________________________________________________________________________
Parent/Guardian Name______________________________________________________________________
Home Phone ___________________Work Phone ___________________Cell Phone____________________ 
Alternate Contact Name ___________________________________________Phone____________________
LIST MEDICATION & IMPORTANT MEDICAL DATA: ________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
I, ___________________________________, PARENT/GUARDIAN OF THE CHILD NAMED ABOVE, AT ALL TIMES AT THE SITE OF ANY ACTIVITY, IN CASE OF MEDICAL EMERGENCY, I HEREBY AUTHORIZE ANY HOSPITAL, DOCTOR OR OTHER LICENSED MEDICAL PRACTITIONER, AS WELL AS EMERGENCY MEDICAL TREATMENT PERSONNEL, TO TAKE WHAT THEY FEEL ARE THE CORRECT PROCEDURES TO AID MY CHILD’S HEALTH AND WELL BEING. THIS PERMISSION IS EXTENDED, AS NECESSARY TO DOWNTOWN FALCONS, INC. YOUTH SPORTS AND ANY LOCAL SPORTS HOSTING ORGANIZATION OF AN EVENT OR THEIR EMPLOYEES, AGENTS AND VOLUNTEERS. I ALSO HEREBY ASSUME THE RESPONSIBILITY FOR PAYMENT OF ANY SUCH TREATMENT.  IF I AM PRESENT AND AVAILABLE AT THE SITE AND AT THE TIME OF A MEDICAL EMERGENCY, I WILL RETAIN MY RIGHT TO MAKE ALL NECESSARY DECISIONS CONCERNING MEDICAL TREATMENT OF MY CHILD. 
	SIGNATURE _______________________________________________ DATE ________________________


