Springfield College Men’s College Soccer Clinic

Waiver of liability & Emergency Authorization
Fax: (Peter Haley 413-748-3537), e-mail: (PDF to phaley@spfldcol.edu) or bring a hard copy

Authorization to Participate/Assumption of Risk: I understand and certify that my child’s participation at Springfield College and its activities is completely voluntary and I have familiarized myself with the program and activities in which my child will be participating. I recognize that certain hazards and dangers are inherent within the clinic. I acknowledge that although Springfield College has taken safety measures to minimize the risk of injury to participants, Springfield College cannot insure nor guarantee that the participants, equipment, premises, and/or activities will be free of hazards, accidents, and/or injuries. I further recognize and have instructed my child in the importance of knowing and abiding by the clinics rules, regulations, and procedures for the safety of clinic participants. If clinic rules are not followed, my child may be sent home. 

Clinic attendee’s name (print): __________________________________

Signature of parent: __________________________________ Date:  _____________  
Name (print): ______________________________ 

Emergency contact number: ______   __________________________

Emergency Authorization: I hereby give permission to the physician selected by a representative of Springfield College to order x-rays, routine tests and treatment for the health of my child. In the event that I cannot be reached in an emergency, I hereby give permission to the physician selected by a representative of Springfield College to hospitalize, charge my health insurance, secure proper treatment for, and to order injection and/or anesthesia and/or surgery for my camper as named above. 

Signature of parent: ____________________________ Date:  _____________

Witness signature: _____________________________ 
Date: ______________ 
Witness name (print): ______________________________________
Physician: _______________________________  Phone: ________     ____________________

Insurance Company: ____________________________ Policy Number: __________________

Fax: (Peter Haley 413-748-3537), e-mail: (PDF to phaley@spfldcol.edu) or bring a hard copy
