Premier Football Academy
INDEMNIFICATION AND MEDICAL RELEASE   
 

As the parent or legal guardian of the player, __________________________________ (the “Player”), I recognize the possibility of physical injury associated with soccer and in consideration of USYSA/USS, USClub, International Football Club  and Premier Football Academy (PFA) and their affiliates accepting the Player for their soccer programs and activities (the “Programs”), I hereby release, discharge, hold harmless, and/or agree otherwise to indemnify IFC, PFA, their affiliated organizations and sponsors, their employees and volunteers or personnel, including the owners of the fields and facilities used for the Programs, against any claim by or on behalf of me, my spouse or the Player, arising out of or relating to the Player’s participation in the Programs and/or being transported to or from the Programs, which transportation I hereby authorize.  The Player has received a physical examination by a physician who has determined that the Player is physically capable of participating in the Programs.

 

I request and authorize that in my absence PFA and/or its representative transport the above named Player to any hospital or medical facility for diagnosis and treatment of any injury, illness, sickness, etc. resulting from or occurring at any Program activity and/or travel to or from such activity.  I request and authorize physicians, dentists, staff, and other medical personnel, to perform any diagnostic procedures, treatment procedures, operative procedures and x-ray treatment for any condition of the Player which, in the opinion of the attending physician, may endanger his or her life, cause disfigurement, physical impairment, or undue discomfort if examination or treatment is delayed.  I have not been given a guarantee as to the results of examination or treatment.  I will assume financial responsibility for any examination or treatment expenses incurred by the Player.
Player’s birth date: _____________________  Known allergies of Player, including allergies to medicines: ______________________________________________________________________________________
Any other medical conditions which should be noted (including prescription drugs regularly taken): _____
______________________________________________________________________________________
Family Physician: _________________________________Telephone: ____________________________
Mothers name: ___________________________ Address: ______________________________________
Mother’s phone: home _____________________ work  ______________________ cell _______________

Father’s name: _____________________________ Address:_____________________________________

Father’s phone: home _____________________ work  ______________________ cell  _______________ 
Father’s email:____________________________Mother’s email:_________________________________ Emergency contact name: _______________________________ Relationship: ______________________
Phone: home ______________________ work ______________________ cell ______________________ 
Insurance Carrier: _____________________ Policy # _______________ Name of insured: ____________
Parent Signature: _____________________________________ Date: _____________________________
