TEMPLATE

YOUTH & JUNIOR VOLLEYBALL PLAYER MEDICAL RELEASE FORM

This must be completed - legibly - and signed in all areas by both the player and his/her parent or guardian. | understand and agree that this document will
be kept in the possession of authorized adult team personnel and that reasonable care will be used to keep this information confidential.
By signing this form the ‘)(D’artr pant afflrms having read and agreed to the terms and conditions list

Team Name: e‘j%j‘y_e DWLQZ)Y')S

Club:
B‘C@ ,V)Y'\m, V\) ” lf(u’YWS I),ICI 07 [2-\/ 0 Male %/Female
First Name Last Name BirtH Date Age

Primary Contact: Pare /n\or Guardian

Name: ,OY((’, N | “{ aoms Address: ‘-}OZES WS ﬁ'vt SO
_ _ city, state&zip i\ A S 2244p
Primary Phone: ,3 \Q '9?’{ | . 4520 Alternate Phone: —

Secondary Contact: j Parent/Guardlan Oother

Name: e ’\) M( oS

Primary Phone: 319-6491-2062.% Alternate Phone:  ——

Primary Insurance Co BCIE:b Primary Group/Policy # S3<.G (» / XQHM@OQBL}Z;&P
Family Physician Name 7™ ml Hf’,\(‘ Physician Phone 3ia-33 a%_, 23]

Please elaborate on any medical conditions of which we should be aware:

AV

Please list any medications currently being taken:
[AY

In the past 24 months, have you been tested, diagnosed and/or treated for a concussion: [1 Yes I;X_fNo
If yes, provide the date (months and year), who performed the testing/diagnosing/treatment and what was the outcome:

Please list any allergies: ‘(\W

If None, please write Nond.

Participant Signature 7\7/7(‘(’{\ Na. [)\], ” LS Date: 122 ZDZO

(regardless of age): vy o : .

Participant, B\((M\V\ CK \[\) \\U m , has my permission to participate in training,
competition, events, activities and travel spon‘s'ored by USA Volleyball or any of its Regional Volleyball Associations (RVAs). | approve of the
leaders who will be in charge of this program. | recognize that the leaders are serving to the best of their ability. | certify that the participant has
full medical insurance with the company listed above. | understand and agree that this document will be kept in the possession of authorized
adult team personnel and that reasonable care will be used to keep this fiformytion confidential. | agree to allow the authorized adult team
personnel to release thls |nformatto in the vent of a medlcal emergercy to a hird party medical provider. | also certify to the best of my

in thg actlvxtles described above.
1|22 2020

Parent/Guardian Signature: Date: i

Relationship to Participant:

If, during the courge of \y daughter's/son's activities fh volleyball, she/he should become ill or sustain an injury, | hereby authorize you to obtain
emergency medj aI/deMme financial r ponsrblhty for the bills incurred through myfinsurance company.

Signature: Date: I I 22 72020
PaMardian htl

or

I do not authorize emergency medical/dental care for my daughter/son.

Signature: Date:
Parent/Guardian
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TEMPLATE

YOUTH & JUNIOR VOLLEYBALL PLAYER MEDICAL RELEASE FORM

This must be completed - legibly - and signed in all areas by both the player and his/her parent or guardian. | understand and agree that this document will
be kept in the possession of authorized adult team personnel and that reasonable care will be used to keep this information confidential.
By signing this form the participant affirms having read and agreed to the terms and conditions listed below.

cub:  Hot Feéer Bive Dvogons Team Name: | Tn

_(V,CM'\"\\/\V\ J N“«“\ NS %'29—“0# | 1 Male E&Female

First Name Last Name Birth Date Age

Primary Contact: Parent or Guardian ) ) )

Name: (0vic il s Address: HoX3 Kansas e Swo
' City, State & Zip & A 5224

Primary Phone: 319 .-541.4S 20 Alternate Phone: ——

Secondary Contact: W Parent/Guar‘daian Oother

Name: Toyg  Widliedmns

Primary Phone: ' 3(q ~Gif'|- 2028 Alternate Phone: el

Primary Insurance Co BC | BS Primary Group/Policy # S35 7(» /X0 i Woo4 34330

Family Physician Name Dyv. mil ley Physician Phone 3i9 -339 - i123]

Please elaborate on any medical conditions of which we should be aware:
Please list any medications currently being taken:

n

In the past 24 months, have you been tested, diagnosed and/or treated for a concussion: [ Yes fiiNo
If yes, provide the date (months and year), who performed the testing/diagnosing/treatment and what was the outcome:

Please list any allergies:
nown/

If None, please write None./ .

Participant Signature R o A}_Lw@&m‘é;mte: i ( ZZ’ ZOZO

(regardless of age): | N T

Participant, W’H(Ay’\ i/\) { l (,i CK,YY]S , has my permission to participate in training,
competition, events, activities and traveJ/’sponsored by USA Volleyball or any of its Regional Volleyball Associations (RVAs). | approve of the
leaders who will be in charge of this program. | recognize that the leaders are serving to the best of their ability. | certify that the participant has
full medical insurance with the company listed above. | understand and agree that this document will be kept in the possession of authorized
adult team personnel and that reasohable care will be used to keep tjfis infdrmation confidential. | agree to allow the authorized adult team
personnel to release this informdtion in the event of a medical emergency 30 a third party medical provider. | also certify to the best of my
knowledge that the participant hamed her Ily fit to enghgef; the activities described above.

Parent/Guardian Signature: _ Date: | IIZZI 2070
Relationship to Participant: moter | !

If, during the course gf myrdaughter's/son's activities in volleyl3
emergency medicaf/dentalicare. | w
Signature: il

ill inancial respo
Parety/Guardiar’_ N_~—

e/he should become ill or sustain an injury, | hereby authorize you to obtain
yfgr the bills incurred through myjinsurance company.
: Date: _ ] 'ZZIZ 020

| do not authorize emergency medical/dental care for my daughter/son.

Signature: Date:
Parent/Guardian

or
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TEMPLATE

YOUTH & JUNIOR VOLLEYBALL PLAYER MEDICAL RELEASE FORM

This must be completed - legibly - and signed in all areas by both the player and his/her parent or guardian. | understand and agree that this document will
be kept in the possession of authorized adult team personnel and that reasonable care will be used to keep this information confidential.

By signing this form the parti pantiaffirms having read and agreed to the terms and conditions listed below. §
Club: Hy1T Fect Team Name: ﬁ,yue D FAamS
: - RV
B‘(I VA W Il rans ilicn()’] [Z O Male WFemaIe
First Name Last Name Birth Date Age

Primary Contact: Parent or Guardian

Name: Vol dte N | “‘ aoms Address: HORX Ko H”Vf S
\/‘ ‘ cty, state&zip  \C  |A GZ240p
Primary Phone: 5 M '5‘*{ | 452(} Alternate Phone: —

Secondary Contact: j Parent/Guardian Clother

\ .
Name: N i/\) LA oS
Primary Phone: 39 -6491-2028 Alternate Phone:  —
Primary Insurance Co BC,IF)‘:) Primary Group/Policy # 3G, /XQHN 004 24 3 3
Family Physician Name ™ MQH‘C\(‘ Physician Phone 3lja-33 ‘Ii -i23)
Please elaborate on any medical conditions of which we should be aware:

AV S5
Please list any medications currently being taken:
n

"
In the past 24 months, have you been tested, diagnosed and/or treated for a concussion: [J Yes m No
If yes, provide the date (months and year), who performed the testing/diagnosing/treatment and what was the outcome:

Please list any allergies: ‘(W

If None, please write Nong.

Participant Signature 7\*’?"f enna_ [ [liams pate: _|||22[ 2020

(regardless of age): N . T

Participant, B‘(’(lf\ W (:\ \/\) \\ ‘\\ m , has my permission to participate in training,
competition, events, activities and travel spongored by USA Volleyball or any of its Regional Volleyball Associations (RVAs). | approve of the
leaders who will be in charge of this program. | recognize that the leaders are serving to the best of their ability. | certify that the participant has
full medical insurance with the company listed above. | understand and agree that this document will be kept in the possession of authorized
adult team personnel and that reasonelblqgare will be used to keep this fhformation confidential. | agree to allow the authorized adult team
personnel to release this informatif?/m thejevent of a medical emergerjcy to a fhird party medical provider. | also certify to the best of my

knowledge that the participant nanded heren i i fit to engagé\in thg activities described above.
Parent/Guardian Signature: pE— 22/202()

- Date: l l
Relationship to Participant: \/VY\D:H,W ' ’

If, during the courge of A y daughter's/son's activities fn volleyball, she/he should become ill or sustain an injury, | hereby authorize you to obtain
emergency medj al/deMme financigl responsibility for the bills incurred through myfinsurance company.

Signature: ' — Date: | ’y’ ZZ 72020
Paremt/Guardian | 7

or

| do not authorize emergency medical/dental care for my daughter/son.
Signature: Date:
Parent/Guardian
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TEMPLATE

YOUTH & JUNIOR VOLLEYBALL PLAYER MEDICAL RELEASE FORM

This must be completed - legibly - and signed in all areas by both the player and his/her parent or guardian. | understand and agree that this document will
be kept in the possession of authorized adult team personnel and that reasonable care will be used to keep this information confidential.
By signing this form the participant affirms having read and agreed to the terms and conditions listed below.

cub:  Heot Feer Bye Dvoaonrs Team Name: |7 [W

ol & - —t :

( airun J NWhilltaonns Pf—ZE},» 0’"} | o O Male ﬁFemaIe
First N\ame ~ Last Name Birth Date Age
Primary Contact: Parent or Guardian ‘ ) ' o
Name: [/OV((_ I [ocans Address: Ho¥38 Kainsas e Sw

, City, State & Zip I A 52240

Primary Phone: 3 | q.541.4< 20 Alternate Phone: e

Secondary Contact: W Parent/Guardian Clother

Name: To Wi Um&

Primary Phone: " 3(q - G '|- 2028 Alternate Phone: —

Primary Insurance Co BC | S Primary Group/Policy # S35 7(p ! XQ i W04 343
Family Physician Name Dv. mil ‘C\f Physician Phone 3i9 -339-i23]

Please elaborate on any medical conditions of which we should be aware:
Please list any medications currently being taken:

N\ BY

In the past 24 months, have you been tested, diagnosed and/or treated for a concussion: [ Yes fYNo
If yes, provide the date (months and year), who performed the testing/diagnosing/treatment and what was the outcome:

Please list any allergies:
nownL/

If None, please write None./

. s

=17

A]_LLMC\A;DM& i ( ZZ! ZC)ZO

Participant, LU’H/(/\;/\ ‘,\) l (,i MY\S , has my permission to participate in training,
competition, events, activities and traveljsponsored by USA Volleyball or any of its Regional VoIIeybalI Associations (RVAs). | approve of the
leaders who will be in charge of this program. | recognize that the leaders are serving to the best of their ability. | certify that the participant has
full medical insurance with the company listed above. | understand and agree that this document will be kept in the possession of authorized
adult team personnel and that reascnable care will be used to keep tf drmation confidential. | agree to allow the authorized adult team
personnel to release this informdtion in the event of a medical emerg 6 a third party medical provider. | also certify to the best of my
knowledge that the participant hamed her Ily fit to engageifi the activities described above.

Parent/Guardian Signature: Date: | [IZZI 2070
~—— y — 7

Relationship to Participant: mow !

If, during the course daughter's/son's activities in volley}

m w4ll, she/he should become ill or sustain an injury, | hereby authorize you to obtain
emergency medical/dentdlicare. | wil inancial respo y for the bills incurred through myjinsurance company.

Signature: /.é&ﬂm%/\ o5 Date: _ ] ’ZZ i 7020

Parer\QGuar

| do not authorize emergency medical/dental care for my daughter/son.
Signature: Date:
Parent/Guardian

Participant Signature
(regardless of age):

or
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