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           Wrestling Club
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REGISTRATION DATES
TUESDAY, OCTOBER 11
THURSDAY, OCTOBER 20
FRANKLIN HIGH SCHOOL (Cafeteria)
6:30 pm. to 8:00 pm.
GRADES 1 - 6TH
FEES:    $100.00 FOR 1ST CHILD ENROLLED

 

    $50.00 FOR EACH ADDITIONAL CHILD
(Plus $75.00 WORK BOND)     
We require a medical release note from their doctor and a copy of their birth certificate. SEQ CHAPTER \h \r 1
Children will learn wrestling skills, discipline and fitness. They will also participate in intramural matches, team matches, and tournaments.

All children will be required to have their own headgear and wrestling shoes.
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Coaches and assistant coaches must carry these completed forms with them to all practices and matches.

I hereby give permission for any and all medical attention necessary to be administered to my child (name) ______________________________________in the event of an accident, injury, or sickness under the direction of the person(s) listed below, until such time as I may be contacted. This release is effective for a period of four months from the date given below. I also hereby assume the responsibility for payment of any such treatment.

  Child's Date of Birth: __________________ 

Home Phone _________________________

Child's Address: ______________________________________________________

Mother's Name: ______________________________________________________

Home #____________________________  

  Cell or pager #_______________________________

  E-mail Address:________________________________________

Father'sName:________________________________________________________

Home #_____________________________ 

Cell or pager #_______________________________

  E-mail Address:________________________________________

Insurance Company__________________________________________________
Policy Number________________________________________________________
In case I can’t be reached, the coaches or staff is designated to act on my behalf: ___ Yes___ No
Other: ____________________________________________________ 
Child's Physician: ____________________________________

Phone #______________________
Address: ____________________________________________________________
Known allergies: ______________________________________________________

Signature____________________________________________________________
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Bonded:  YES     NO    Amount $_________________


Registration Amount Paid $_________________


Weight at Sign Up: ________________


Birth Certificate: YES     NO       Returning FTWC _____
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