Our Mother of Peace Elementary
Athletics Registration

Sport Registering For: _____________________________________

Student Last Name: _________________________ Student First Name: _________________________

Address: ______________________________________________ City: ___________________________

State__________ Zip______________ Telephone # ____________________

Date of Birth: _______________________ Age: ________________ Grade: ____________________

Circle One: 
Male

Female

Shirt Size: 
Youth

Adult

XS
S
M
L
XL
Short Size: 
Youth

Adult

XS
S
M
L
XL


Father’s Name: _______________________________ Home #: ______________Cell #: ______________

Mother’s Name: ______________________________ Home #: ______________ Cell #: ______________

E-mail Address: ________________________________________________________________________

Person to Notify in an Emergency: ________________________________________________________

List any Medical Problems or Prohibitions to Player: ______________________________________

_______________________________________________________________________________________

Fee: 
$45
Check #: __________________
Cash: ________________ (Make checks payable to OMP)
**** All students participating in sports MUST have health insurance coverage. ****

**** Does Student have Health Insurance? 
Yes _____
No _____

**** Please Submit a copy of the Insurance Card to the OMP Office ****

PARTICIPATION AND MEDICAL CONSENT

To Whom It May Concern:

The undersigned has given his or her permission for the above named minor to participate in the OMP Athletic Program and places him or her under the supervision of the adult leaders as designated by OMP Athletic Program and further releases and holds OMP harmless from any claim, cause of action or demand which may arise out of or in connection with participation in this program.  

In the event of an accident or emergency, I authorize the adult leaders to use their best judgment in determining whether to secure medical attention and grant full consent and authority to any hospital, medical or paramedical personnel consulted to administer such treatment as may appear advisable.  I am not aware of other special circumstances, which may affect emergency treatment of my child, other than set forth below.

___________________________________________________________

____________________
Signature of Parent / Guardian






Date

Special Medical Consideration, if any:

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________
