
Winchester Soccer Club
Veterans Day Tournament

1 . Winchester Soccer Club G eneral R elease F orm
I hereby acknowledge that participation in soccer competition carries with it potential hazard.  I, therefore, release the Winchester Soccer
Club and it’s team coaches, the officers and officials and the Town of Winchester of liability in the event of injury during the playing of
games, practices and / or tournaments under the auspices of the Winchester Soccer Club.

Participant’s N ame _________________________________ Participant’s Date of B irth ________________________

Today’s Date ________________ Parent or G uardian’s Signature _____________________________________________________

Team N ame _________________________________ Soccer Club Affiliation _________________________________________

2. Consent for E mergency M edical Aid and M edical Treatment

I, hereby, give consent for my son / daughter ___________________________________ to receive emergency medial treatment which
may be deemed advisable in the event of accident or illness during the playing of games, practices and / or tournaments under the aus-
pices of the Winchester Soccer Club.

I understand that, if possible, I will be notified by telephone of any emergency treatment required.  

Today’s Date _________________________

Signature ________________________________________________________  Telephone _________________________________

Address   ___________________________________________________________________________________________________

___________________________________________________________________________________________________

3 . M edical Information

Known Allergies _____________________________________________________________________________________________

Known M edical Problems _____________________________________________________________________________________

Date of Last Tetanus Immunization _______________________________

Health / Hospital Insurance Coverage ____________________________________________________________________________
(name of Insurer)
Certificate or Policy N umber ___________________________________________________________________________________

N ame of Insured _____________________________________________________________________________________________

Personal Physician ____________________________________________________________________________________________

Physician’s Telephone _________________________________________________


