SUFFOLK YOUTH ATHLETIC ASSOCIATION

P.O. BOX 3081, SUFFOLK, VA 23439-3081    Tel: 757-651-7367
Office Use only:   Junior            Intermediate          Senior                           XXL  XL  AL  AM  AS  YL  YM  YS
PLAYER REGISTRATION:                                                           FIELD HOCKEY 
LAST NAME




   FIRST NAME



MI


BIRTHDATE:



       
AGE ON July 1ST   OF THIS YEAR:

______
HEIGHT:

WEIGHT:

EXPERIENCE (seasons):
______________


HOME PHONE: (        )         -        
 Contact EMAIL Address:           




STREET 





     CITY:


ST:
ZIP:
     
MOTHER’S NAME:




  Home Phone:
  

Cell:



OCCUPATION/BUSINESS:






 




FATHER’S NAME:




  Home Phone:
  

Cell:



OCCUPATION/BUSINESS:











EMERGENCY CONTACT:



  Emergency phone(s):





VOLUNTEER COMMITMENT.
Coach     Asst Coach   Team parent     Official   Concession   Other  ………
SYAA is a volunteer based organization. Parents are expected to contribute FOUR hours of volunteer work per season.  It is the parent’s responsibility to contact SYAA and volunteer.  Failure to do so may lead to a higher individual player fee for the next season.  Volunteer opportunities include facilities maintenance, tournament work, concession duty, office work, phone surveys, officiating and coaching.
TEAM SPONSOR   ($250.00)       Name as you want it to appear on uniform                


  
Company Name


    



Contact Person



Address







Phone




DISCLAIMER, ASSUMPTION OF RISK AND WAIVER:                                                  
I hereby give my child permission to register and play the above named sport for Suffolk Youth Athletic Association, Inc. 
I hereby release, indemnify and hold harmless from liability Suffolk Youth Athletic Association, Inc., and their officers, commissioners, coaches, agents, operators or personnel for loss of, or damage to personal property and for personal, bodily, medical or dental injuries or expenses incurred as a result of accidents sustained during  practices, games, sports, camps or clinics.                                                                                                             
EMERGENCY AUTHORIZATION:


I, the undersigned parent or legal guardian of the above named player, a minor, hereby authorize the coaches, team   parents, the above named emergency contact and/or other league officials to act as my agents in the capacity of activity supervisors and vehicle drivers, and to consent to medical, surgical, or dental examination and/or treatment.

I HAVE READ THE ABOVE DISCLAIMER, ASSUMPTION OF RISK AND WAIVER, AND EMERGENCY AUTHORIZATION AGREEMENTS.  I FULLY UNDERSTAND THE TERMS OF EACH AND UNDERSTAND THAT I, AND THE ABOVE NAMED PLAYER, HAVE GIVEN UP SUBSTANTIAL RIGHTS BY MY SIGNING THIS FORM AND AGREEING TO THESE TO THESE TERMS.  I SIGN THIS FORM AND AGREE TO THE TERMS FREELY AND VOLUNTARILY AND WITHOUT INDUCEMENT ON MYSELF FOR THE ABOVE NAMED PLAYER. INFORMATION GIVEN IS TRUE AND CORRECT.

PARENT SIGNATURE:







DATE:




DOB VERIFIED:          PAYMENT:    CASH $
             CHECK#
            AMOUNT  $         
    
