
LENOIR CITY PARKS AND RECREATION


 YOUTH TENNIS LESSONS 

Please Print Clearly
Name_________________________________________________________

(last)


(first)

(middle initial) 
Street Address_____________________________________________________________

Phone Number_________________________Birthdate_____________________________

Father’s Name_____________________Work Number_____________________________

             Mother’s Name____________________Work Number_____________________________ 

Father’s Cell Number________________ Mother’s Cell Number______________________

Emergency Contacts (to whom the child may be released if guardian is unavailable)

Name # 1___________________________________ Relationship_____________________

             Telephone: Home_______________ Work________________ Cell/Pager________________

Child’s Preferred Sources of Medical Care
 
Physician’s Name:________________________Telephone:___________________________

List any medical problems such as allergies, asthma, reaction to bee stings etc.
             __________________________________________________________________________

             __________________________________________________________________________

PARENTAL AUTHORIZATION
I, THE PARENT OR GUARDIAN OF THE ABOVE NAME CANDIDATE FOR PARTICIPATION IN THE  L.C.P.R TENNIS LESSONS, HEREBY GIVE APPROVAL IN ANY AND ALL ACTIVITIES DURING THE CURRENT SEASON.  I UNDERSTAND THAT ALL ACCIDENTS OR INJURIES WILL BE PAID THROUGH MY OWN PERSONAL INSURANCE.  I WILL ASSUME ALL RISKS AND HAZARDS INCIDENTAL TO SUCH PARTICIPATION INCLUDING HIS/HER TRANSPORTATION TO AND FROM THE ACTIVITIES AND DO HEREBY WAIVE, RELEASE, ABSOLVE, INDEMNIFY, AND AGREE TO HOLD HARMLESS THE  ORGANIZERS,  SUPERVISORS, PARTICIPANTS, AND PERSONS TRANSPORTING THE PARTICIPANT TO AND FROM ACTIVITIES FOR ANY CLAIM ARISING OUT OF AN INJURY TO THE PARTICIPANT.  I ALSO GRANT PERMISSION TO THE MANAGING PERSONNEL OR OTHER RECREATION DEPARTMENT REPRESENTATIVES TO OBTAIN AND AUTHORIZE MEDICAL CARE FROM ANY LICENSED PHYSICIAN, HOSPITAL, OR MEDICAL CLINIC SHOULD THE PARTICIPANT BECOME ILL OR INJURED WHILE PARTICIPATING IN ACTIVITIES AWAY FROM HOME, OR AT OTHER TIMES WHEN NEITHER PARENT IS AVAILABLE TO GRANT AUTHORIZATION FOR EMERGENCY TREATMENT.


PARENT SIGNATURE NEEDED BELOW  (one signature acceptable)

Father’s Signature____________________________________ Date________________________

Mother’s Signature___________________________________ Date________________________

