RELEASE


Permission is granted for _____________________________, my son/daughter to participate in the Ohio American Double Dutch League (Ohio ADDL) State/Regional championship tournament.


I understand that my son/daughter is participating entirely on his/her own initiative, risk and responsibility.


In consideration of his/her participation in the American Double Dutch event, I do hereby RELEASE and forever discharge the American Double Dutch League, its employees, claims, demands, actions or causes of action on account of any injury or death to my son/daughter which may occur from any cause during such participation in the American Double Dutch League tournament events including practice and tournament events.






_______________________________________






Print Name of Participant






_______________________________________






Signature of Participant






_______________________________________






Print Name of Parent / Guardian






_______________________________________






Signature of Parent / Guardian






_______________________________________






Date

OHIO ADDL

JUMPER REGISTRATION

STATE/REGIONAL COMPETITION

Name________________________(last) ______________________(first) ________(mi)

Nickname(s) _____________________________________________________________

Birthdate____________________________ Age__________  Grade________________

Address______________________________________ City_______________________

State_________________________  Country___________________________________

Parent / Guardian _________________________________________________________

Home Phone#____________________________ Work Phone #____________________

School________________________________Address___________________________

City__________________________State___________ Country____________________

Homeroom or Homebase Teacher____________________________ GPA____________

A recommendation from a teacher or administrator of the school attended by the student named above must be completed in the space below.

Signed by:___________________________ Title___________________Date_________

Coaches Name:  ____________________________Program Site: POWEL CROSLEY, JR. YMCA
Address: 9601 WINTON ROAD                                       City: CINCINNATI_____________

State___OHIO_____ Country __UNITED STATES                     Zip___45231______________
How many years has the student jumped: ________________

Student Signature______________________________________Date_______________

Please return this form and $5.00 payable to the Ohio ADDL.

DOCTORS NOTE AND CONSENT FORM- MUST BE DATED AFTER JULY 1, 2010

Association Name ___________AMERICAN DOUBLE DUTCH LEAGUE__

Physician:

I hereby certify that:____________________________________________________is physically able to participate in:

                    
     (Athletes Name as it appears on Birth Certificate)



Double Dutch




Social Security :       -       -         

This note is good for the 2010/2011 school year, unless voided by serious injury, accident, or illness.  If void, it will be the responsibility of the parent/guardian to get updated information from his/her physician before resuming participation in sports.







PHYSICIANS PLEASE PRINT 








 OR USE OFFICE STAME HERE:

______________________________________

PHYSICIANS NAME (printed)

______________________________________

PHYSICIANS SIGNATURE

DATE (after 7/1/10)_____________________






INFORMED CONSENT 





I realize that there is a risk of  being injured that is inherent in all Sports.

Having read the above statement and knowing the risks, __________________________________________________has my permission to 

Participate in the American Double Dutch Program. 
            Athletes Full Name

Parent/Guardian Signature_________________________________________    Date_______________________





EMERGENCY MEDICAL INFORMATION

The following information will be used by your child’s coach in the event that a parent/guardian is not available during a practice or a game.  Please complete the following information and see your child’s coach during the year if any information needs to be updated.  The FIRST emergency name will be contacted, if unavailable, the SECOND emergency person will be contacted.

Athletes Address:_____________________________________________________City and Zip______________________________

First Contact:__________________________________ 1st Phone #_______________________2nd Phone #_____________________

Second Contact:________________________________ 1st Phone #_______________________2nd Phone#_____________________

Family Doctor/Clinic_____________________________________ Phone # _____________________________

Preferred Hospital:__________________________________My son/daughter has the following medical conditions (allergies, asthma, etc.)  Medication being taken, and/or any other information that may be helpful to emergency medical personnel:

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Health Insurance Co._____________________________________ Policy Number_____________________________

YMCA CINCINNATI ROPE TWISTERS

AMERICAN DOUBLE DUTCH LEAGUE

REGISTRATION FORM

BRANCH/CENTER:  

Powel Crosley, Jr. YMCA

Child’s Name:_____________________________  Grade: ___________   Age:____________

Address:_____________________________________________________________________



Street



City



State


Zip

Home Ph#: ____________________________Emergency# :__________________________

DOB:______/______/______    School:_____________________ Y member? ___Yes____No

Mother’s Name:__________________________________Work#:_______________________

Cell#:_____________________ Email:_____________________________________________

Father’s Name:___________________________________Work#:_______________________

Cell#:_____________________ Email:_____________________________________________

· Is this your first time jumping on a Double Dutch team?______________
· (If not) How many years have you jumped Double Dutch?_____________
· Have you ever taken a gymnastics class?_________________
· Do you have asthma or any other health condition which could hinder your ability to perform in this aerobic activity that coaches should be aware of?_______________
· Do you know the four character values the YMCA presents?  Name them: 1)__________________________   2) _______________________

3)__________________________ 
4)________________________

What are your goals in life?_____________________________________________

THE AMERICAN DOUBLE DUTCH LEAGUE

FOR THE SPORT OF DOUBLE DUTCH WORLDWIDE

Health Form #2 – Two-Sided- front and back.

(To be completed by parent or guardian.)

THIS FORM MUST ACCOMPANY THE COACH TO ALL DOUBLE DUTCH EVENTS

It is very important that chaperones, coaches, and all involved adults of the American Double Dutch League have information to guide them in the event of the illness or injury of a participant.  Therefore, every participant must submit a completed health form.  NO TEAM MEMBER will be allowed to participate who has not submitted this information.

PLEASE READ CAREFULLY AND COMPLETE THE FORM.  In the event of participant’s illness or injury in route to and from an event as well as during her/his stays at the event you herewith authorize treatment of your child when staff or chaperones are unable to contact you.

I/we ____________________________________ do hereby state that I/we are the parent(s)/

Legal guardian of (full name)__________________________________, a minor, age ______,

Born (date of birth) month ________/day_________/year_______.

In case of emergency, I/we authorize the chaperones of the American Double Dutch League event to consent any X-ray, examination, anesthesia, medical or surgical treatment, or hospital care to be rendered to the above named minor under general or special supervision on the advice of licensed physician or surgeon when need of such treatment is immediate and efforts to contact me/us are unsuccessful.

Dated this month____________________ day ________________ year______________

Social Security Number of child________________________________________

Name of child’s physician_____________________________Phone (____)_______________

In case of emergency and I cannot be reached, please contact:

FULL NAME:_______________________________________________________________

FULL ADDRESS:____________________________________________________________

TELEPHONE: home(____)______________________ work (____)____________________

Cell phone (____)_____________________________

 THANK YOU FOR ALLOWING YOUR CHILD TO PARTICIPATE WITH 

THE AMERICAN DOUBLE DUTCH LEAGUE.

SPECIAL THANKS IS EXTENDED TO COACHES, JUDGES, CHAPERONES AND VOLUNTEERS WHO DEVOTE THEIR TIME AND EXPERTISE ON BEHALF OF THE AMERICAN DOUBLE DUTCH LEAGUE

Page 2 of 2
Health Form #2 (to be completed by parent or guardian)

Please read and answer all questions as accurately as possible.  If there is no place for information which you feel should be included, please note it under ‘Remarks’.

Place a check mark beside any of the following conditions, which apply to your child.

_______   Recurrent tonsillitis



_______   Earaches

_______   Frequent respiratory infections


_______   Headaches

_______   Hay Fever





_______   Heart Disorder

_______   Asthma





_______   Menstrual cramps

_______   Sinus condition




_______   Nosebleeds

_______   Bronchitis





_______   Stomachaches

_______   Sore throats




_______   Fainting spells

Please answer YES or NO to the following questions:

YES
NO

___
___
Is there a history of diabetes in the family?

___
___
Is there a history of epilepsy in the family?

___
___
Is the child allergic to any foods?  Which ones?  How does she/he react?

___
___
Is the child allergic to any drugs?  Which ones?  How does she/he react?

___
___
Reaction to insect bites?  Which ones?  How does she/he react?

___
___
Other allergies (cats, pollen, etc.)?  What?

___
___
Does she/he react to inoculations?  Which ones? How?

___
___
Has she/he been treated for any illness or been under a doctor’s care within 



the last three weeks?  If yes, for what?

___
___
Is she/he taking any medication/s at the present?  List each.

___
___
Will she/he continue taking this medication while participating in this event?

___
___
Have you told your child about her menstrual cycle?

___
___
Is it permissible, if deemed necessary, to give aspirin or similar medication to 


your child?

On what date did your child receive her/his tetanus shot: ___________________






   Booster shot: _________________________

___
___
Does your child have any intense dislikes or fears of (heights, lightning, etc.)?

REMARKS:
Please state your customary treatment of such things as common headaches, 



stomachaches, etc.  State anything else pertinent to your child’s health
OHIO ADDL

MEMBERSHIP REGISTRATION

Name (last)________________________ (first) ___________________________ (middle)___________

Nickname(s)______________________________________________ Birth Date ______/______/______

Age ____________

Grade __________

Address_____________________________________________________________________________

City_______________________________  
State___________ Zip Code___________

Parent/Guardian____________________________________________________________________

Home Phone Number__________________________  Work Phone Number____________________

School Attending_____________________________ Address ________________________________

City______________________________
State__________ Zip Code_____________

Homeroom or Home-Base Teacher_________________________________________  GPA____________

Coaches Name _________________________Program Site _________________________________

Address_______________________________________City  _______________________________

State_________________

Zip Code ________________________

How many years has the student jumped? ______________________

Membership fees:  This membership certifies that the coaches and jumpers are eligible to participate in all authorized American Double Dutch League sanctioned events.  It is the obligation of the coaches and jumpers to provide payment before participation in any ADDL sanctioned event.

UNIFORM ACKNOWLEDGEMENT

I, ________________________________, parent of
                                         Print parent name

 _________________________________
here do



      


print jumpers name

acknowledge that uniforms are the property of the Powel Crosley, Jr. YMCA Double Dutch team.  I also acknowledge that if uniforms are damaged and/or not returned to PCY, that I am responsible for the cost of the uniform in full in the amount of $40.00.

________________________    
_________

jumper signature



date

________________________      _________

parent signature



date

________________________      _________

Coach’s signature



date

