	STOW SOCCER CONSENT FORM

	Player’s Last Name _________________________ First Name  ________________________________

Address ______________________________________________  M/F ____   D.O.B.  _____________ 

Town _____________________ State ________ ZIP __________ Home Phone (      ) ______________

Mother’s Name: __________________________  Father’s Name: ______________________________

Email address: ______________________________________________________________________

Medical Problems  __________________________________________________________________________________

 __________________________________________________________________________________

Person to notify in an emergency _______________________________ phone ____________________

Doctor to notify in an emergency _______________________________ phone ____________________



	Abide by Rules and Release

	I, the parent/guardian of the registrant, a minor, agree that I and the registrant will abide by the rules of the MYSA, the USYSA (United States Youth Soccer Association), its affiliated organizations and sponsors.  Recognizing the possibility of physical injury associated with soccer and in consideration for the MYSA/USYSA accepting the registrant for its soccer programs and activities (the “Programs”), I hereby release, discharge and/or otherwise indemnify the MYSA/USYSA, its affiliated organizations and sponsors, their employees and associated personnel, including the owners of fields and facilities utilized for the Programs, against any claims by or on the behalf of the registrant as a result of the registrant’s participation in the Programs and/or being transported to or from the same, which transportation I hereby authorize.

NAME (print)_____________________________________________________________________

SIGNATURE____________________________________________​​_ Date_____________________



	Consent for Medical Treatment (Minor)

	As Parent or legal guardian of above named player,  I hereby give my consent for emergency medical care prescribed by a  duly licensed Doctor of Medicine or Doctor of Dentistry.  This care may be given under whatever conditions are necessary to preserve life, limb, or well-being of my dependent.
 

SIGNATURE _______________________________________________Date____________________

“MTOC TEAM” Interest
In the event that an MTOC level team is formed for the fall, would your son/daughter be interested in playing?   This would only apply to U12 level teams.  
YES   /   NO   

We will notify children who indicate YES via the mail as soon as we decide whether to field an MTOC team.  


