
Wisconsin	Heights	Youth	Summer	2014	Soccer	Camp	
Lion’s	Park	in	Mazomanie	

Open	to	all	Pre‐k	–	8th	Graders		($15	Donation	Requested)	
July	21st	–	23rd	6pm	–	8pm	(younger	kids	until	7:15pm)	

	
Registration	Form	and	Parent	Permission		

Please	complete	and	bring	on	first	day	of	camp		
MUST	HAVE	SIGNED	FORM	FOR	CHILD	TO	PARTICIPATE.	

 

 

Player’s Name _____________________________________ Grade _______ Birth Date ___________________ □ Male □ Female  

 

 

Mother/guardian:  _____________________ Home Phone:  _____________________ Work/Cell Phone:  _____________________ 

 

Address: _____________________________________________________________ E-Mail_______________________________ 

 

Father/guardian:   _____________________________ Home Phone:  __________________ Work/Cell Phone: _________________ 

 

Address: (if different) ___________________________________________________E-Mail ________________________________ 

 
 

RELEASE OF LIABILITY 
The undersigned parent or legal guardian of                               ____         , the "Registrant," recognizes that soccer is a vigorous sport and that the Registrant may suffer 
temporary or permanent serious physical injury including, but not limited to sprains, fractures, brain or spinal damage, paralysis or even death while playing soccer or 
attending a game, tournament, practice or scrimmage.  With full knowledge of the above referenced risks, and in consideration for the Wisconsin Heights Soccer Club 
accepting the Registrant into their soccer programs, and pursuant to the recreational assumption of the risk statue, sec. 95.525(4). Wis. Stat., the Registrant and I hereby 
release, discharge, and/or otherwise indemnify the Wisconsin Heights Soccer Club and its respective coaches and staff, directors and officers, league and tournament 
sponsors and their directors and officers and any of their facilities utilized for soccer as to any claims and causes of action by or on behalf of the Registrant and his or 
her parents or legal guardians. This release shall remain in effect for the duration of the 2012 soccer camp and shall be interpreted under Wisconsin law. 
 

 
CONSENT FOR MEDICAL TREATMENT 

With full knowledge of the risks of injury in the game of soccer, I hereby authorize the following persons to administer emergency medical treatment to my child, the 
Registrant, for any injury or other medical emergency while at a practice, game, tournament, scrimmage, or while attending or traveling to or from any of these events:  
All coaches and managers of my child's team, all officers and officials of the Wisconsin Heights Soccer Club to which my child's team belongs, all officers, directors or 
other League or District officials; and all directors, officers, sponsors, officials or agents of any league or tournament that my child may participate in.  This consent 
also extends the right of those persons listed above to arrange for immediate medical treatment by a licensed physician and/or other trained medical personnel, and for 
them to provide such emergency medical care as they deem appropriate to preserve the life and well being of my child.  My child and I hereby release, hold harmless 
and indemnify the above-listed persons for any injury or damage related to the administration of emergency medical care as authorized herein.  This Consent for 
Medical Treatment is in effect for the duration of the 2012 soccer camp and shall be interpreted under Wisconsin law. 
I agree that if it appears that my child may have sustained a concussion or head injury that he/she is removed from competition until such time that a trained medical 
professional can examine them and approve their return to play soccer.  In such case, I understand that I am to provide a written clearance for my player to return to 
play soccer. 

 
I HAVE READ AND FULLY UNDERSTAND THE PROCEEDING STATEMENTS. 
 
Signature of parent or legal guardian:                                                                                           Date:  ______________________                         
 
Name of Physician:                                                            Clinic:                                                       Phone:  _____________________                  
 
Allergies or Health Conditions:   _____________________________________________________________________ 
 
Person to Contact (If parent/guardian cannot be reached):                                   __________________      Phone:  _____________  
 
Relation to Child: __________________                      



 


