		Age Group_____    #_____
PLAYER TRYOUT REGISTRATION

PERSONAL INFORMATION
Player Name: _____________________________________ Address:__________________________________________         Phone: ______________________ Date of Birth: ______________________ Current Age: _________   School grade this fall: _________
PRINT YOUR EMAIL ADDRESS CLEARLY. THIS IS HOW WE WILL CONTACT YOU AFTER TRYOUTS
Email: _____________________________________________ 

SOFTBALL INFORMATION 
Positions played: _____________________________ 
Positions preferred: __________________________
Circle as many as apply:  Bats: Left   Right   Throws: Left   Right  
Did you play school softball this past year? YES NO
If yes, what level? Middle School Freshman JV Varsity 
Did you play summer ball this past season? YES NO 
If yes, which team? _______________________________ 
Coach’s name: ___________________________________
Do you play a fall sport?  YES  NO    If yes, what sport? _________________
[bookmark: _GoBack]Interested in fall softball?  YES  NO

OTHER INFORMATION 
Parent/Guardian Name: ____________________________________         Phone: ___________________
Relationship: __________________________
Please list any medical concerns: _________________________________________________________
Medical Authorization: I hereby release the East Coast Firecrackers from any and all claims and liability of any kind of any personal injury and/or property damage due to participation in this tryout/program. I certify that my child, listed above, is in good health and able to participate in all activities associated with the sport. For any attention that may be required for an immediate injury and/or illness, I hereby give permission to an ECF staff member to provide such care. 
I have read and understand the above. 
Parent/Guardian Signature: ___________________________________________ Date: ___________________ 
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