Chesterfield Recreation                                     Office Use:
Contact: megansw@aol.com                           Paid: ___

Child’s Name: __________________                         Allergies: _____________________
Address: ______________________                         Restrictions: ___________________
______________________________                        _____________________________
Phone: ________________________
[bookmark: _GoBack]DOB: _________ Grade: __________                           Physician Name:_______________
Parent/Guardian Information                                       Phone: ______________________
1. Name: ___________________
Address: ____________________                          Fee Schedule: $35 1 child/ $45 2children/
______________________________                             $50 3 or more children
Phone: _____________________                            Make checks payable to: 
Email: ______________________                               Town of Chesterfield
2. Name: ___________________
Address: ____________________                       I am willing to assist as:Coach/Asst.Coach___
______________________________                          Ump/Ref___ Field/Gym Maintenance___
Phone: _____________________
Email: ______________________                      
Sport:  ________________________

I hereby give my permission for my child to participate in the sports programs operated by the Chesterfield Recreation Committee.  I understand that while the Committee has taken necessary steps to emphasize player safety and operates by safe program standards there is always an inherent risk of an injury.  If I/We cannot be reached in case of emergency: I/WE authorize all medical and or surgical treatments that are deemed advisable by emergency technician, physician and/or surgeon for my above-named child.
By signing below, I give Chesterfield Recreation Committee permission to use and post photographs of my child.

Parent/Guardian Signature: ______________________________________ Date: _______________

