Edgar
may

Health and
Recreation

CENTEHR

The EDGAR MAY STINGRAYS REGISTRATION FORM

PARENT CONTACT INFORMATION

PARENT 1 PARENT 2
NAME: NAME:
D.O.B. M__ F_ D.O.B. M__ F___
MAILING ADDRESS MAILING ADDRESS
CITY CITY
STATE ____ ZIP CODE STATE ___ ZIP CODE
WORK PHONE WORK PHONE
CELL CELL
HOME PHONE HOME PHONE
EMAIL EMAIL
ATHLETE INFORMATION
LAST NAME FIRST NAME MIDDLE
PREFERRED NAME BIRTHDATE AGE
MALE  __ FEMALE ATHLETE EMAIL

DOCTOR’S NAME

EMERGENCY MEDICAL INFORMATION

DOCTOR’S PHONE

EMERG. CONTACT

PHONE RELATIONSHIP

MEDICAL CONDITIONS:

MEDICATIONS:

140 Clinton Street « Springfield, VT 05156 « 802-885-2568 »www.myreccenter.org * info@myreccenter.org



. .

ADDITIONAL FAMILY ATHLETE INFORMATION

LAST NAME FIRST NAME MIDDLE
PREFERRED NAME BIRTHDATE AGE
_ MALE FEMALE ATHLETE EMAIL

EMERGENCY MEDICAL INFORMATION

DOCTOR’S NAME DOCTOR’S PHONE

EMERG. CONTACT PHONE RELATIONSHIP
MEDICAL CONDITIONS:

MEDICATIONS:

ADDITIONAL FAMILY ATHLETE INFORMATION

LAST NAME FIRST NAME MIDDLE
PREFERRED NAME BIRTHDATE AGE
_ MALE FEMALE ATHLETE EMAIL

EMERGENCY MEDICAL INFORMATION

DOCTOR’S NAME DOCTOR’S PHONE
EMERG. CONTACT PHONE RELATIONSHIP
MEDICAL CONDITIONS:

MEDICATIONS:



