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                 Fall 2011 Registration Form
                        Do Not Fax
	P.O. Box 1150, Celina, TX 75009
www.celinarec.org

	U5 - U8     $65
	U13 - U19  $95

	U9 - U12    $75
	$25 Late Fee
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No request for specific teams or individuals for U7 or older. Draft assignments are made by location only.
Check www.celinarec.org for deadlines and other important information.
BIRTH CERTIFICATES ARE REQUIRED FOR ALL NEW PLAYERS
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SPECIAL REQUEST–NOT GUARANTEED





(Play up to next age division: 


     Division: _______________________





(Play with Sibling:


     Name: ________________________





(New U6 (and younger), play with Friend:


     Name: ________________________























Last Name: ______________________________________ First Name: _______________________ Middle Init: ______


Address: ______________________________________ Apt #: ________ City: ______________ ZIP: ____________ 


Phone #: (____________) _________________________   (Male   (Female   Birth date: _______/_______/______


Neighborhood School  (must include even if not attending): ______________________________________________Grade: __________


                                                                                                                                  (Do not use private school or home school, this if for location purposes only)


Email Address - print clearly: _______�_________________________________________________________________





 





  Choose one:     


  �New Player (Must be 4 prior to Aug. 1)


  �Returning Player/Same Team    


  �Returning Player/New Team  


  �Skipped 1 season/RQST previous team       


  �Skipped 1 or more season/PLAYER POOL


    Choose one:


  Last Season Played:  � Spring 11  � Fall 10  � Other ______________


  Last CRA Team: ____________ Coach: ____________ Div: _______________


	 


    





Father


Last Name: __________________________________


First Name: __________________________________


Cell:  _______________________________________


Email: ______________________________________





Coaches are needed to form teams, indicate where you can help:





Circle at least one option below to VOLUNTEER:


Coach     Asst Coach     League   Other_____________








Mother


Last Name: ________________________________


First Name: ________________________________


Cell:  _____________________________________


Email: _____________________________________





Coaches are needed to form teams, indicate where you can help:





Circle at least one option below to VOLUNTEER:


Coach     Asst Coach     League   Other____________











 





Emergency Contact: ___________________________ Ph#: ____________________ Relation: _____________


Doctor: _____________________________________ Ph#: _____________________ Note: _______________


List any medical conditions: __________________________________________________________________





I, parent/guardian of the registrant, a minor, agree that the registrant and I will abide by the rules of USYSA, its affiliated organizations and sponsors.  Recognizing the possibility of physical injury associated with soccer, and in consideration for the USYSA accepting the registrant for its soccer programs and activities (the ‘Programs’), I hereby release, discharge and/or otherwise indemnify the USYSA, its affiliated organizations and sponsors, their employees and associated personnel, including the owners of fields and facilities utilized for the Programs, against all claims by or on behalf of the registrant as a result of the registrant’s participation in the programs and/or being transported to or from the same, which transportation I hereby authorize.


As the parent or legal guardian of the above name players, I hereby give consent for emergency medical care prescribed by a duly licensed Doctor of Medicine or Doctor of Dentistry.  This care may be given under whatever conditions are necessary to preserve life, limb, or well being of my dependent.


All information provided above is true to the best of my knowledge.


Signature of Parent or Legal Guardian:   X_____________________________________________________________Date:______________ 





REFUNDS ARE MINUS A $25 PROCESSING FEE (refund policy applies)


$25 charge for each late registration & returned check





OFFICE USE ONLY





Date Entered in Sports Pilot


______________________





Staff Member___________








PLAYER INFORMATION:





PLAYER STATUS:





Please note that the CRA Scholarship Policy has changed.  For scholarship application form, go to � HYPERLINK "http://www.celinarec.org" �www.celinarec.org�.


 





           Office Use Only





Proof of birth submitted  Y or  N


Player Fee: $_______________


Check #: ________________


Cash:___________________





CRA Official:_____________














