Milford Youth Wrestling Registration
Return to MYW with check at: 1396 Linden Creek Dr., Milford, Ohio 45150 

 Registration Fees for 2011-2012 Season: (1) Wrestler - $50 ($35 each additional wrestler); Plus $40 for uniform deposit (Uniform deposit refundable after season when uniform is returned). Make checks payable to Milford Youth Wrestling and return with this form.

Questions? Contact Tony Brothers at 722-4256.
Wrestler Information

Sex: M / F      
Shirt Size: Adult / Youth        
Shirt Size: XXXL / XXL / XL / L / M / S
First Name: 
         
Last Name: 


 

Address:

City:
____________________Zip 

 

Date of Birth: _______________Age: _______School: ________________________ Grade: 


Father's Name, or Guardian 


Mother's Name, or Guardian 


E-Mail:(Important- This is our main form of communication) _________________________

                                                                                          Phone:                    

Emergency Contact/Relation_______________________

Phone: 


Medical Alerts  (Previous Injuries, Allergies, Etc) 


Milford Youth Wrestling Waiver
The Undersigned hereby releases, waives, discharges, and covenants not to sue the Milford Youth Wrestling Program, its sanctioned league/organizations, team managers & coaches of those leagues/organizations, and/or any and all officers of the  Milford Youth Wrestling Program from liability to the undersigned, his/her personal representatives, assigns heirs and next of kin on account of injury to person or property of the undersigned, and or his/her children who are participating in the Milford Youth Wrestling Program sponsored programs, including, but not by way of limitation, any and all games, practices and travel to and from games and practices.

Parent/Guardian Signature
Date

To be completed by MYW only: Registration Fee: ________ Uniform Deposit: ________Total paid:_______ 

Cash/MO_______ Check#________Emergency Medical: _____Shirt:______    MYW Intials___________


MILFORD YOUTH WRESTLING

EMERGENCY MEDICAL AUTHORIZATION
Wrestler’s Name

Address







City/Zip
PURPOSE:
To enable parents and guardians to authorize the provisions of emergency treatment for Milford Youth Wrestlers who become ill or injured while under the supervision of the Milford Youth Wrestling Coaches, when parents or guardians cannot be reached.  

Notify Milford Youth Wrestling immediately if any information changes.  

PART I OR PART II MUST BE COMPLETED

PART I - TO GRANT CONSENT










In the event reasonable attempts to contact anyone of the following:

Parent

Phone


first

last





home


work/cell
Parent

Phone


first

last





home


work/cell
Step-parent

Phone


first

last





home


work/cell
Emergency Contact

Phone


first

last





home


work/cell

have been unsuccessful, I hereby give my consent for:   One (1), the administration of any treatment deemed necessary by the preferred physician or dentist, or, in the event the designated practitioner is not available, another licensed physician or dentist; Two (2) the transfer of the child to the preferred hospital or any hospital reasonably accessible; and Three (3), I further give consent to treatment of the child during transportation by the Milford/Miami Twp. Life Squad or other available medical technician ambulance to the below designated doctor/dentist office or hospital.

Preferred Physician









phone
Preferred Dentist










phone
Preferred Hospital








This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists, concurring the necessity for such surgery, are obtained before surgery is performed.

Facts concerning the child’s medical history, including allergies, medications being taken, and any physical impairments to which a physician should be alerted:  


Date:  








Signature of Parent/Legal Guardian

	DO NOT COMPLETE PART II IF YOU COMPLETED PART I
PART II - REFUSAL TO CONSENT
I do not give my consent for emergency medical treatment of my child.  In the event of illness or injury requiring emergency treatment, I wish Milford Youth Wrestling Coaches to take the following action:  MUST BE COMPLETED IF REFUSING CONSENT FOR TREATMENT:  


Date:  








Signature of Parent/Legal Guardian:


