JCC SKILLS ACADEMY REGISTRATION FORM

Athlete’s Name: ______________________________ Date of Birth: ____/____/________
Parent/ Guardian’s Name: ______________________ Contact Number: _______________
Address: ____________________________________ City, State, & Zip Code: __________
Emergency Contact: ___________________________ Contact Number: _______________
Email Address: _______________________________ Height: ________ Weight: ________
School: _____________________________________ Current Grade: _________________
                                                                T-Shirt Size: _______

Insurance Company: ____________________________________________________________
Group #: ____________________________________ Policy #: ______________________
Special Medical Conditions: ______________________________________________________

In the event of an accident of illness to my son/daughter _________________________________
                                                                                                       (Name of Participant)
I give my permission to obtain emergency health care and transportation to ____________________ Health Care Facility.

Parent/Guardian signature: __________________________ Date: ___________________

I give permission for _______________________ to participate in the JCC SKILLS ACADEMY
(Name of Participant)



I realize that there is a risk of being injured which is inherent in all sports. I realize the risk of injury may be severe including risk of fractures, brain injuries, paralysis, or even death.

I also understand the Jewish Community Federation is not responsible for medical costs due to any injury incurred while participating in this activity. Medical expenses will be the responsibility of the family.

[image: ]Signature: _______________________________________ Date: __________________
                                     (Parent/Guardian)
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