PALOS VERDES WATER POLO CLUB

2009 – 2010 Season
Player Registration Form

Please Print Legibly & In Ink

USA Water Polo, Inc (USWP) Membership Number: ___________________________________________

Last Name:__________________________________ First Name:_______________________________

Address:____________________________________________________________________________

City:________________________________________
State:____________
Zip:___________

Email:_______________________________________
Home/Cell Phone:_____________________

Date of Birth (mm/dd/yyyy)_______________
Age:______ Grade: _______  Sex:__________

ALL ATHLETES and/or GUARDIANS MUST SIGN THE WAIVER BELOW:

IF YOUR WAIVER IS NOT SIGNED, YOUR APPLICATION WILL BE RETURNED

In consideration of being allowed to participate in any way in the Palos Verdes Water Polo Club, athletics/sports, related events and activities, the undersigned acknowledges, appreciates, and agrees that:

I. The risk of injury from the activities involved in this program is significant, including the potential for permanent paralysis and death, and while particular rules, equipment, and personal discipline may reduce risk, the risk of serious injury does exist; and,

II. I KNOWINGLY AND FREELY ASSUME ALL SUCH RISKS, both known and unknown, EVEN IF ARISING FROM THE NEGLIGENCE OF THE RELEASSEES or others, and assume full responsibility for my participation; and,

III. I willingly agree to comply with the stated and customary terms and conditions for participation.  If, however, I observe any unusual significant hazard during my presence or participation, I will remove myself from participation and bring such to the attention of the nearest office immediately; and
IV. I, for myself and on behalf of my heirs, assigns, personal representatives, and next of kin, HEREBY RELEASE AND HOLD HARMLESS PALOS VERDES WATER POLO, its officers, officials, agents, and/or employees, other participants, sponsoring agencies, sponsors advertisers, and if applicable, owners and lessors of premises used to conduct the event(“Releasees”), WITH RESPECT TO ANY AND ALL INJURY, DIABILITY, DEATH, or loss or damage to person or property WHETHER ARISING FROM THE NEGLIGENCE OF THE RELEASEEES OR OTHERWISE.
I HAVE READ THIS RELEASE OF LIABILITY  AND ASSUMPTION OF RISK AGREEMENT, FULLY UNDERSTAND ITS TERMS, AND UNDERSTAND THAT I HAVE GIVEN UP SUBSTANTIAL RIGHT BY SIGNING IT, AND SIGN IT FREELY AND VOLUNTARY WITHOUT INDUCEMENT.

X____________________________________________________________

_______________________

Athletes’ Signature





Date Signed

For Participants of Minority Age (Under 18 at Time of Registration)

This is to certify that I, as parent/guardian with legal responsibility for the participant, do consent and agree to his/her release as provided above all Releasees, and, for myself, my heirs, assigns, and next of kin.  I release and agree to indemnify the Releasees from any and all liabilities incidental to my minor child’s involvement or participation in these programs, EVEN IF ARISING FROM THEIR NEGLIGENCE.

X__________________________________
_____________________

____________________

Parent or Guardian Signature 




Date Signed

ALL MEMBERSHIP IS NON-REFUNDABLE.

MEMBERSHIP CANNOT BE PURCHASED OR RENEWED BY PHONE.

PALOS VERDES WATER POLO CLUB

2009-2010 Season

Emergency Medical Authorization Form

Please Print Legibly & In Ink

USA Water Polo, Inc (USWP) Membership Number: ___________________________

Last Name:_______________________
First Name:_______________________

Emergency Contact:



Physician Information:
Name:__________________________
Name:___________________________

Phone:__________________________
Phone:___________________________

Medical Insurance No.______________
Carrier:__________________________

Conditions or Allergies:__________________________________________________

EMERGENCY MEDICAL AUTHORIZATION: (Agent: Authorized Agent of Palos Verdes Water Polo Club), I/We, parent(s)/person(s) having legal custody/legal guardian of a minor, do hereby authorize medical, dental or surgical diagnosis or treatment, and hospital care which is deemed advisable by, and is to be rendered under the general or on the medical staff of any hospital, whether such diagnosis or treatment is rendered at the office of said physician, dentist or at said hospital. It is understood that this authorization is given in advance of any special diagnosis, treatment, or hospital care being required but is given to provide authority to the aforesaid Agent to give specific consent to any; and all such diagnosis, treatment, or hospital care which a physician or dentist meeting the requirements of this authorization may in the exercise of his/her best judgment deem advisable. This authorization is given pursuant to the provisions of Sections 6910 and 6550 of the Family Code of California. This authorization shall remain effective until December 31, 2007 unless sooner revoked in writing delivered to said agent(s).
X_______________________________________

__________________


Parent or Guardian Signature



Date Signed

Father’s (Guardian): 


Mother’s (Guardian):

Last name:_______________________
Last name:________________________

First name:_______________________
First name:________________________

Phone:__________________________
Phone:___________________________

Cell:____________________________
Cell:_____________________________

Email:___________________________
Email:____________________________

