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YOUTH FOOTBALL




[image: image2.png][* Cowboy Country *|







Please have your Physician Complete:
Date of Physical Examination ______________ Player’s Date of Birth ______________
Height __________Weight __________ Age ________    
The above-named player has been examined and is able to participate in youth athletics …..YES__________   NO__________ or with the following restrictions ______________________________________________________________________.
Signature of examining Physician:

______________________________________________________________________

Print Physician’s Name ___________________________________________________ Address ________________________________________________________________

Phone # ___________________________

Parents Please Complete and Sign Below
Father’s Name___________________________________________________ 
Home Phone # or Cell # _________________________________ 
Mother’s Name__________________________________________________ 
Home Phone # or Cell # _________________________________ 
I hereby give permission for the above-named child to practice, compete and represent the Columbus Cowboys and True Skye Youth Association. As parent/guardian of the above-named child, I agree to be financially responsible for the return of all athletic equipment issued and I further grant permission for my son/daughter to be given immediate emergency care in case of injury as the result of athletic competition by the team physician and/or other physician present.

Signature of Father ______________________________________________________
Signature of Mother _____________________________________________________

                                         www.columbuscowboys614.com

Player Name ____________________


Player Grade _______________


(Grade entering in fall 2010)
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