MUNHALL GIRLS SOFTBALL ASSOCIATION
REGISTRATION FORM

(please print)

NAME














                            (last)                                     (first)                                   (middle)
ADDRESS













                           (number)                              (street)                                    (city)
PHONE           -             -                 BIRTHDAY
        -           -                           AGE  



                                                                (mon)    (day)     (year)
E-MAIL ADDRESS












                                                                          
NAME AND ADDRESS OF EMERGENCY CONTACT IF YOU CANNOT BE REACHED

NAME


              RELATIONSHIP

         PHONE           -           -



ADDRESS













                           (number)                             (street)                                     (city)
Permission for Hospital and/or Professional Emergency Initial Treatment and General Medical Information Required.

Dear Parent/Guardian

     In the event your child suffers an injury that would require professional treatment and you could not be reached by phone, or the injury would be of the nature that would require immediate treatment, we would like to have authorization from you that this treatment be started immediately.

     If the injury would require more than emergency room treatment, this would not be considered or administered until personal parental permission were obtained.

     This permission form will be given to the hospital or given to the doctor that would render medical assistance, in order to be able to fill the necessary forms required before administration of treatment.


FATHERS NAME                                                      MOTHERS NAME





FATHERS BUSINESS PHONE        -          -            MOTHERS BUSINESS PHONE         -           -  

NAME OF HEALTH INSURANCE











INSURANCE IDENTIFICATION NUMBER










FATHER’S SIGNATURE





     DATE





MOTHER’S SIGNATURE




                 DATE





MEDICAL CONDITIONS_______________________________________________________________

