
 
Sponsored by the Mohawk Area Soccer Boosters and PAWest 

Saturday August 9th, 2008  
Entry Deadline: Friday, August 1st, 2008   

Please print clearly and complete all information.  
 
Team Name ________________________________  Team Gender (circle one)  Male  Female  
Contact E-Mail __________________________________________________________________________________ 

Coach(s) Responsible (first coach/responsible adult listed will be the team contact)  
#1 Name _____________________________________  #2 Name _______________________________________  
Address ______________________________________  Address ________________________________________  
City ______________ State _____ Zip Code _________  City ______________ State _____ Zip Code ________  
Home Phone ________________  Home Phone _____________  
Signature _____________________________________ Signature _______________________________________  

 

Player #1  Name __________________________  Age ____  Birth Date _____________  
 Address ______________________________________________  
 City ______________ State _____ Zip Code __________    Shirt Size  YM  YL  AS  AM  AL  AXL 
 Home Phone ________________ Signature of Parent _____________________________________  
 
Player #2  Name __________________________  Age ____  Birth Date _____________  
 Address ______________________________________________  
 City ______________ State _____ Zip Code __________    Shirt Size  YM  YL  AS  AM  AL  AXL 
 Home Phone ________________ Signature of Parent _____________________________________  
 
Player #3  Name __________________________  Age ____  Birth Date _____________  
 Address ______________________________________________  
 City ______________ State _____ Zip Code __________    Shirt Size  YM  YL  AS  AM  AL  AXL 
 Home Phone ________________ Signature of Parent _____________________________________  
 
Player #4  Name __________________________  Age ____  Birth Date _____________  
 Address ______________________________________________  
 City ______________ State _____ Zip Code __________    Shirt Size  YM  YL  AS  AM  AL  AXL 
 Home Phone ________________ Signature of Parent _____________________________________  
 
Player #5  Name __________________________  Age ____  Birth Date _____________  
 Address ______________________________________________  
 City ______________ State _____ Zip Code __________    Shirt Size  YM  YL  AS  AM  AL  AXL 
 Home Phone ________________ Signature of Parent _____________________________________  

Waiver: 
In consideration of my registration being accepted in the Warriors Classic 3v3 Soccer Tournament, I intending to be legally bound, do 
hereby, for myself, my heirs, my executors and assigns, release and forever discharge any and all rights and claims for damages I may 
hereafter accrue to me against Mohawk Soccer Boosters, its respective officers, representatives, volunteer organizers, volunteer staff 
members, successors, assigns, and sponsors for any and all damages which may be sustained and suffered by me in connection with my 
association with, entry, or participation in the Warriors 3v3 Soccer Classic.  

 
Fill out form, detach, sign and mail along with $100 team entry fee (check payable to: “Mohawk Soccer Boosters”) to:  
Proof of age MUST be brought with you at the time of registration (copy of Birth Certificate, Passport, Player Pass) 

2008 Warriors 3v3 Soccer Classic  
6319 Wampum-Mount Air Road 

Wampum, PA  16157 

Circle the Team Age Group U-08 U-10 U-12 U-14 



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. 
 
Date of players Birth           /         /            Date of last Tetanus Booster           /          /   
   Month         Day       Year     Month         Day       Year 
 
Known allergies of this player, including any allergies to medicine:      

              

Any other medical problems which should be noted:        

              

Family Physician       Phone (        )  -   

Name of Parent/Guardian           

Address             

City/State/Zip             

Phone (H)     (W)     (F)     

Person responsible for charges (If different from above)       

Address             

City/State/Zip             

Phone (H)     (W)     (F)     

Person to notify if parent/guardian is unavailable        

Phone (H)     (W)     (F)     

Insurance Carrier      Policy #     

Signature of Parent/Guardian           

 

 

 

PLEASE NOTE:  This form no longer needs to be notarized 
 

 


