
 
ROOTSTOWN SOCCER CLUB    SPRING 2010 REGISTRATION 
PO Box 72   Rootstown, OH  44272                        www.RootstownSoccerClub.org  
 

___________________     ___________________      _____________ 
Player’s LAST Name                  Player’s FIRST Name                 DOB (MM/DD/YYYY) 
                                                                                                                                          
____________________________________________________     ________________    _____________________ 
MAILING address                         City                 ZIP     AGE on 7/31/09  YEARS of Experience 
____________________________________  __________________    _________________ 
E-MAIL address                                                HOME Phone Number    CELL Number 
____________________________    ______________________________    _____________                              
FATHER’S name                                Mother’s name                                        Mother’s DOB (MM/DD/YYYY)  *REQUIRED*            

                                                                                       WAIVER OF LIABILITY  
I, the parent/guardian of the registrant, a minor, agree that the registrant and I will abide by the rules of the USYSA, its affiliated Organizations and sponsors.  Recognizing  
the possibility of physical injury associated with soccer and in consideration for the USYSA accepting the registrant for its soccer programs and activities (the “Programs”), 
I hereby release, discharge and/or otherwise indemnify the USYSA, its affiliated organizations and sponsors, their employees and associated personnel, including the 
owners of fields and facilities utilized for the Programs, against any claim by or on behalf of the registrant as a result of the registrant’s participation in the Programs and/or  
being transported to or from the same, which transportation I hereby authorize. 
 

     ___________________________________________         _________________________________________      ____________ 
SIGNATURE                                                                Name of Parent/Legal Guardian (PRINT)            Date 

                                                                                     MEDICAL RELEASE FORM 
 

As the parent/legal guardian of _________________________________, I request that in my absence, the above-named player be admitted to any hospital or medical facility  
for diagnosis and treatment.  I request and authorize physicians, dentists, and staff, duly licensed as Doctors of Medicine or Doctors of Dentistry or other such licensed  
technicians or nurses, to perform any diagnostic procedures, treatment procedures, operative procedures and x-ray treatment of the above minor.  I have not been given a  
guarantee as to the results of examination or treatment.  I authorize the hospital or medical facility to dispose of any specimen or tissue taken from the above named player. 
 
Alternate person to notify in case of emergency: _______________________________   Relationship: ___________________ 
 
Home Phone: ________________________     Cell Phone: ___________________________ 
 
Medical History & Conditions: ______________________________________________________________________________ 
                                                            (PLEASE LIST ANY PERTINENT DETAILS ABOUT THE PLAYER’S ALLERGIES, MEDICATIONS, AILMENTS, ETC.) 

 
___________________________________________         _________________________________________      ________________ 
SIGNATURE                                                                Name of Parent/Legal Guardian (PRINT)            Date  

GAASA CODE OF CONDUCT  
         We, the undersigned, have read, understand and agree to abide by the GAASA Code of Conduct on the reverse side of this page.  We also agree to accept actions taken by  
         GAASA and/or the Rootstown Soccer Club for failure to conform to the Code of Conduct.     
                                              
        _________________________________________       __________________________________________           ___________________ 
      SIGNATURE of Parent/Legal Guardian      Name of Parent/Legal Guardian (PRINT)        Date 

        _________________________________________       __________________________________________ 
SIGNATURE of Player                                  Name of Player (PRINT) 

PHOTO RELEASE WAIVER 
         I, the undersigned, give [  ] or do not give [  ] the Rootstown Soccer Club permission to use my child’s photographs (without name) on their website/publications. 

      ________________________    __________________ 
      SIGNATURE of Parent/Legal Guardian       Date 

 
Payment: ________________ 
 
Division: ________________ 
 
Coach:  _________________ 
 
Shirt:  __________________ 
 
Short: __________________ 

For additional information, please visit the club’s website (www.RootstownSoccerClub.org) 
 
**All first year players MUST bring a copy of his/her birth certificate for age verification** 
** GAASA players need to provide a wallet sized photo for their license** 
 
Registration Fees:    $55.00 per child for all GAASA divisions             
                                                                                                                     
 
GAASA traveling teams will only be available if there are enough players to fill a roster.  You will be notified if a tryout is necessary for the traveling 
teams. 
 
 
 
 

http://www.rootstownsoccerclub.org/
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