	R    REP PLAYER MEMBERSHIP FORM

	Team:
	     
	

	Level & Gender:
	


	

	Coach:
	     
	


[image: image1.jpg]SBMN

Scarborough Basketball Association




(Please print and complete all sections.)
	REP TEAM PLAYER INFORMATION

	LAST NAME
	FIRST NAME
	MIDDLE INITIAL

	     
	     
	     

	ADDRESS
	APT. #
	CITY

	     
	     
	     

	POSTAL CODE
	HOME TELEPHONE NUMBER
	PLAYERS EMAIL ADDRESS

	     
	     
	     

	DATE OF BIRTH
	MONTH
	DAY
	YEAR
	GENDER
	HEALTH CARD NUMBER (Optional)

	
	     
	     
	     
	M   FORMCHECKBOX 

	F   FORMCHECKBOX 

	     


	PARENT/GUARDIAN INFORMATION

	FIRST & LAST NAME
	RELATION TO CHILD (MOTHER, FATHER, LEGAL GUARDIAN)

	     
	     

	HOME TELEPHONE NUMBER
	CELL TELEPHONE NUMBER
	PARENT’S EMAIL ADDRESS

	     
	     
	     

	FIRST & LAST NAME
	RELATION TO CHILD (MOTHER, FATHER, LEGAL GUARDIAN)


	     
	     

	HOME TELEPHONE NUMBER
	CELL TELEPHONE NUMBER
	PARENT’S EMAIL ADDRESS

	     
	     
	     


	EMERGENCY INFORMATION

	FIRST & LAST NAME
	RELATION TO CHILD (MOTHER, FATHER, GUARDIAN, AUNT, GRANDPARENT)

	     
	     

	HOME TELEPHONE NUMBER
	CELL TELEPHONE NUMBER
	EMAIL ADDRESS

	     
	     
	     


WAIVER, RELEASES & INDEMNITY-RELEASE OF LIABILITY, WAIVER OF CLAIMS, ASSUMPTION OF RISKS, PHOTO RELEASE & INDEMNITY

I hereby agree, in return for becoming a member of the Scarborough Basketball Association (SBA):

· TO RELEASE THE SBA, event organization bodies, sanctioning bodies, SBA sponsors and their respective directors, officers, employees, agents, contractors, representatives, successors or assigns (collectively the “Releasees”) from any liability for any loss, damage, injury or expense (collectively “Loss”) that I may suffer as a result of my participation in any SBA program, due to any cause, including negligence or breach of contract;

· TO WAIVE ANY CLAIM that I have or may have against any or all of the “Releasees” regarding any matter, including without limitation, any claim arising out of any SBA program;

· TO INDEMNIFY THE RELEASEES from any and all claims, actions or Loss resulting in any way from my participation or my child’s participation in SBA programs;

· THIS DOCUMENT SHALL bind my heirs, executors, administrators, assigns and representatives and will have effect throughout my membership in the SBA, and to the extent reasonably necessary to give it effect, thereafter;

· THAT I am (or my child is) physically fit to participate in any SBA programs; I am a legal guardian or custodial parent of the child name below.

· THAT the SBA is authorized to take photos of my child or me at its programs for publicity and promotional purposes only.

· I hereby acknowledge and agree that SBA may use and disclose the information on this form to enable SBA to provide membership benefits to all SBA members.

I HAVE READ AND UNDERSTAND THIS AGREEMENT. By submitting this application, I acknowledge having read, understood and agree to the above Waiver, Release and Indemnity and further agree to conduct myself in accordance with the “Guidelines for Behaviour” at SBA Sanctioned Events, as set out on the reverse of this form. A Parent/Guardian signature is required if child is under the age of eighteen (18).
	     
	
	     
	
	     

	Parent’s/Guardian’s Signature
	
	PRINT Parent’s/Guardian’s Name
	
	Date

	     
	
	     
	
	     

	Player’s Signature
	
	PRINT Player’s Name
	
	Date


Please complete the Medical Information on the reverse side.

	MEDICAL INFORMATION


1.
Does your child have ANY medical conditions of which we should be aware? (i.e. Allergies, Asthma, Epilepsy, Diabetes, etc...)
No  FORMCHECKBOX 

Yes  FORMCHECKBOX 

If yes, please provide details: 
	     

	     

	     

	     


2.
Is your child allergic to any medication?
No  FORMCHECKBOX 

Yes  FORMCHECKBOX 

If yes, please provide details: 
	     

	     

	     

	

	     


3.
Is your child currently taking any prescription medication?
No  FORMCHECKBOX 

Yes  FORMCHECKBOX 

If yes, please provide details: 
	     

	     

	     

	     


4.
Does your child wear/use:
Eye glasses



No  FORMCHECKBOX 

Yes  FORMCHECKBOX 






Contact lenses



No  FORMCHECKBOX 

Yes  FORMCHECKBOX 






A hearing aid



No  FORMCHECKBOX 

Yes  FORMCHECKBOX 






A medical alert bracelet/necklace
No  FORMCHECKBOX 

Yes  FORMCHECKBOX 






An inhaler/puffer


No  FORMCHECKBOX 

Yes  FORMCHECKBOX 

5.
Please provide any additional information you feel is relevant to your child’s health.

	     

	     

	     

	     


“Thank you for sharing our interest in your child’s safety.”






