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Participant’s Full Name____________________________________________  Date of Birth:  _________________  Gender:  ______

Address: ____________________________________________________________________________________________________

City: ______________________________________________________ State: _________________   Zip:  _____________________

Parent/Guardian Name(s):  _____________________________________________________________________________________

Father’s Home Phone:  __________________________   Work Phone:  __________________Cell Phone:  _____________________  

Email Address: _______________________________________   Email Address #2: _______________________________________

Mother’s Home Phone:  __________________________  Work Phone: __________________Cell Phone:  _____________________  

Email Address: _______________________________________   Email Address #2: _______________________________________

Medical Information:

Please initial ONE of the following and supply information as needed:

________ Participant IS covered by Medical Insurance              Insured’s Name:  ​​__________________________________________

Participant’s Physician:  ___________________________________________Phone: _______________________________________  
Insurance Company Name:  ________________________________Group#:  __________________Policy #: ___________________ 

________ Participant IS NOT covered by Medical Insurance   (**Please complete the statement below in front of a witness**)
I/We _______________________________________ will assume responsibility for any medical expenses my child/participant incurs during participation in the L.E.A.D. Sports Organization.

Parent/Guardian’s Signature:  _______________________________________  Date: ______________________________________

Witness Name (print): ______________________________________ Witness Signature:  __________________________________

List and describe any medical conditions relevant, in any given situation, that L.E.A.D. should be aware of (use back if necessary): 

___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
__________________________________________________________________________________________

I/We __________________________________________ grant the coaches or assigned chaperones to act as guardians/spokesperson in granting permission for emergency treatment or hospitalization (including anesthesia) if necessary for my child while en route to, from, or at the site of an AAU activity.  I fully understand that if a health emergency arises, every reasonable effort will be made to notify me.  If I cannot be reached, such medical treatment as deemed necessary by medical personnel is authorized.

Parent/Guardian Signature:  _________________________________________________    Date: _________________________________
L.E.A.D. SPORTS
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(Team Name)__________________________________________
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Team Color (s)�_________________________





Fee Collected:  ______________ Date __________


Ck# ________________Cash: _________________





AAU Member ID# __________________________





T-shirt size: _______  Youth ____  Adult ____








