                     
                   [image: image1.jpg]



Larchmont-Mamaroneck Youth Lacrosse ("LMYL")
2011 Medical Release, Waiver and Emergency Contact Form
Player's Name: 












Street Address:   











City/State/Zip Code: 











Birthdate: ___________________  Current Grade: 





Social Security Number: 





 Sex:    Male     Female

Parent/Legal Guardian Name(s): 









Home Phone: 




 Work Phone: 





Cell Phone: 




 Alternate Phone: 




Primary Medical Insurance Company:  








Policy Holder: 





Policy Number: 




Known Allergies, medical conditions, current medications or other pertinent 
medical information: 






































 
Recognizing and expressly acknowledging the risk of death and/or physical injury associated with participation in the sport of lacrosse and in consideration of and as a condition precedent to acceptance by LMYL of the registrant for its travel lacrosse, recreational house program and other related programs and activities (the "Programs"), we (I) hereby release, waive, discharge and/or otherwise agree to indemnify and hold harmless any of LMYL, its officers, directors, coaches and volunteers, LMYL’s affiliated organizations and sponsors, their employees, agents, independent contractors and associated personnel, including the owners or lessees of the fields and facilities utilized for the Programs, against any legal or equitable claim, cause of action, complaint or liability of any kind, whether arising from any acts or omissions,  negligence or any other reason, resulting directly or indirectly from the registrant's participation in the Programs and/or being transported to or from same, which transportation we (I) hereby authorize.   We (I) represent that my child has received a physical examination within the last three (3) months by a physician and has been found physically capable of participating in the Programs.
Therefore, we (I) grant permission to the head and assistant coaches of my child's LMYL travel and/or recreational house program team(s) to act as my (our) surrogate(s) for my child in obtaining and authorizing necessary medical treatment by a doctor of medicine or dentistry or by emergency medical service personnel. We (I) also assume full financial responsibility for any such medical treatments for my child.
Signature of Parent/Guardian: _______________________ Date: ______/11
  Signature of Parent/Guardian: _______________________ Date: ______/11

   LMYL, PO Box 944  Larchmont, NY 10538     lmyl07@aol.com     www.lmyl.net
