
2010 WEST BRANCH BATTLE OF THE BOOTS 5 v 5 TOURNAMENT 

Medical & liability release form 
 
 
 

Players Name: ________________________________________________        DOB: ____________ 
 
Address: ____________________________________________________________________________ 
 
Parent/Guardian Name: ___________________________________________________________ 
 
Phone Numbers: ____________________________________________________________________ 
 
Health Insurance Co.: ___________________________________ Policy #: ________________ 
 
Player’s Physician: _______________________________________ Phone: 
__________________ 
 
Current Medication’s: _____________________________________________________________ 
 
Additional Emergency Contacts & Numbers: ______________________________________ 
 
 
 
 
 
I certify that my Daughter/Son, _______________________________, birth date________ 
Is in good physical health and may participate in physical activities including soccer. I 
certify there are no limitations in her/his ability to participate in this tournament. 
 
In the event of an injury or illness to my daughter/son (above), I hereby authorize medical 
treatment as deemed necessary, including the administration of an anesthetic and/or 
surgery. I also assume full responsibility for payment for any such medical treatment. 
 
Furthermore, I hereby release the Lady Warriors Soccer Boosters, the West Branch Area 
School District, The West Branch Girls Soccer Team, and the volunteers associated with 
this tournament, from any and all claims and causes of action for damage to or loss of 
property, personal illness, injury or death arising out of or during the 2010 West Branch 
Battle of the Boots 5 v 5 Tournament . 
 
 
 
SIGNATURE – Parent/Guardian(s): ________________________________________________ 
 
PRINT – Name of Parent/Guardian(s); _____________________________________________ 
 
                                                                                                                            DATE: _________________ 
 
 
 

 
 
 
 


