WAWA 2010 REGISTRATION FORM

Wrestler’s Name: Age: Date of Birth:

Parent(s)/Guardian(s) Name(s):

Address:

City: Zip Code: Email Address:

Phone: Cell Phone:

Emergency Contact: Phone 1: Phone 2:
Emergency Contact: Phone 1: Phone 2:

PARENT OR GUARDIAN CONSENT TO PARTICIPATE

I, , give my permission for
(parent’s name) (Child’s Name)

to participate in the sport of wrestling with Team Braves Wrestling Club. | understand that this permission increases the

exposure of my child to unforeseen circumstances which Team Braves Wrestling Club, Cheyenne Central High School or

Laramie County School District #1 are not held liable.

Parent or Guardian Signature: Date:

Wrestler’s age

This is the age your wrestler turns on his or her 2010 birthday

Pee Wee: Bantam: Intermediate: Junior: Senior:

(4-6 years old) (7-8 years old) (9-10 years old) (11-12 years old) (13-14 years old)

Worestler’s Weight:

OFFICE UsSE ONLY

Copy of Birth Certificate:

Membership Fee $75: Cash Check#

Team Braves will supply the team singlet with a $75 deposit at an assigned date.

All coaches must complete a bronze clinic, register online with www.usawmembership.com and complete the
background check.

WWW.TEAMBRAVES.COM



http://www.usawmembership.com/�

Medical Release Form

Wrestlers Full Legal Name:

First Middle Last
Insurance Information:
Insurance Provider Name Policy Number
Parent / Guardian Name:
First Middle Last
Home Phone Work Phone Cell Phone
Parent / Guardian Name:
First Middle Last
Home Phone Work Phone Cell Phone

Is your child allergic to any medications? Yes No

If yes, please list:

Does your child have any medical conditions that might limit his/her abilities? Yes No

If yes, please describe:

Is your child currently on any medications? Yes No

If yes, please list:

If my child needs medical treatment while participating, be it at practice, at a tournament, or any other time my child is in the
care of Team Braves or any of the team’s representatives, it is my wish that treatment be started while efforts are being made to
contact me. So that treatment is not delayed, | consent to any medical procedures that the physicians or other medical personnel
believe is needed, on the understanding that efforts will continue to be made to contact me. | accept responsibility for all costs
related to such treatment.

Parent / Guardian Signature Date

Parent / Guardian Name (Printed)

WWW.TEAMBRAVES.COM



Parent Release Form for Media Recording

I, , do hereby grant or deny permission to Team Braves Wrestling

Club to use the image of my child, . Such use includes the display,

distribution, publication, transmission, or otherwise use of photographs, images, and/or video taken of my
child for use in materials that include, but may not be limited to, printed materials such as brochures and
newsletters, videos, and digital images such as those on the Team Braves Wrestling Club Web site.

Please initial one option below and sign:

Grant permission to use my child’s image(s). Initial here

I give unrestricted permission for my child’s image to be used in print, video, and digital media. I agree that
these images may be used by Team Braves Wrestling Club for a variety of purposes and that these images
may be used without further notifying me.

Deny permission to use my child’s image(s). Initial here

I do not give permission for my child’s image to be used.

Parent/guardian signature Date
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