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2009/2010 P.A.L. AFTER-SCHOOL ENROLLMENT INFORMATION

PLEASE PRINT

Child’s Legal Name: _____________________________________________________M/F_____________

Date of Birth: _________ Age: ____ Race: _________ School Name: _____________________Grade_____

CHILDS CELL PHONE #________________________CHILD’S E-MAIL ____________________________
_________________________________________________________________________________________
Mother/Guardian Name


Occupation


Mother E-mail
________________________________________________________________________________________________________________
Home Address 



City

State
Zip

Home Phone Number

_______________________________________________________________________________________________________________
Employer’s Name



Work Phone Number


Cell Phone
_____________________________________________________________________________________________________________
Father/Guardian Name



Occupation


Father   E-Mail
_______________________________________________________________________________________________________________
Home Address 



City

State
Zip

Home Phone Number

_________________________________________________________________________________________________________________________
Employer’s Name



Work Phone Number


Cell Phone
Child’s Physician Name: _____________________________________Physician Phone# _________________

Preferred Hospital: ___________________________________________ Telephone #: ___________________

Insurance Co. _________________________________________Policy #______________________________
Please List any medications, medical problems or disabilities that pertain to your child:____________________
__________________________________________________________________________________________
Authorization for Emergency Medical Treatment

If my child, _______________________________, should become ill or be injured at the PAL. program, I understand that the facility will: 1) contact me immediately or 2) should contact the person(s) I have designated. I give my permission for the P.A. L. Program to contact my child’s physician and/or arrange for immediate emergency treatment. The physician and/or medical facility are authorized to administer emergency medical treatment necessary to insure the safety of my child.

MEDIA RELEASE
I UNDERSTAND THAT FROM TIME TO TIME, PAL, AS WELL AS NEWSPAPERS AND TELEVISION STATIONS, MAY INTERVIEW, PHOTOGRAPH AND VIDEO TAPE OUR PROGRAMS FOR PUBLICATION AND HEREBY  GIVE MY EXPRESS BLANKET CONSENT TO SAME. 

Parent/Guardian Signature: _____________________________________________   Date: ______________
Please list those person(s) we may contact who are authorized by you, who can assume responsibility for your child if for some reason you, the parent(s), can not be reached immediately in an emergency situation.

Name(s)




Address




Phone Number

1

2

3

_____MY CHILD HAS PERMISSION TO WALK HOME       _____MY CHILD MAY NOT WALK HOME
MY CHILD MAY BE PICKED UP BY THE FOLLOWING PEOPLE 
Name




Phone


Name




Phone

_____________________________________________________   ____________________________________________________  _____________________________________________________   ____________________________________________________  _____________________________________________________   ____________________________________________________
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Police Athletic League of Sarasota County, Inc.

2075 Bahia Vista Street

Sarasota, FL 34239

941/ 316-8108 – Phone

941/ 361-6351 – Fax

Waiver and Release Liability

In consideration of being allowed to participate in any way in the Police Athletic League of Sarasota County, Inc., athletic/sports program, and related events and activities, the undersigned:

1. Agree that the Director will instruct the participants that prior to participating, they should inspect facilities and equipment to be used, and if the participants believe that anything is unsafe, they should immediately advise the director or other supervisor of such condition(s) and refuse to participate.

2. Acknowledge and fully understand that each participant will be engaging in activities that involve risk of serious injury, including permanent disability and death, and severe social and economic losses which might result not only from their own actions, inactions or negligence of others, the rules of play, or the condition of the premises or of any equipment used. Further, that there may be other risks not known to us or not reasonably foreseeable at this time.

3. Assume all the foregoing risk and accept personal responsibility for the damages following such injury, permanent disability of death.

4. Release, waive, discharge and convenant not to sue the Police Athletic League of Sarasota County, Inc., its affiliated clubs, their respective administrators, directors, agents, coaches, and other employees of the organization, other participants, sponsoring agencies, sponsors, advertisers, and if applicable, owners and leasees of premises used to conduct the event, all of which are hereinafter referred to as “releasees”, from any and all liability to the undersigned, his or hers or next of kin for any and all claims, demands, losses or damages on account of injury, including death or damage to property, caused or alleged to be caused in whole or part by the negligence of the releasee or otherwise.

I HAVE READ THE ABOVE WAIVER AND RELEASE, UNDERSTAND THAT I/WE GIVE UP SUBSTANTIAL RIGHTS BY SIGNING IT, AND SIGN IT VOLUNTARILY.

_______________________________________



__________________________________

Parent/Guardian Signature






Date

________________________________________

Parent/Guardian Print

 ON THIS _____ DAY OF ________ 20___.  BEFORE ME THE UNDERSIGNED NOTARY PUBLIC OF THE STATE OF FLORIDA, COUNTY OF SARASOTA
THE FOREGOING INSTRUMENT WAS ACKNOWLEDGED BY.

____PERSONALLY KNOWN TO ME OR
_____PRODUCED IDENTIFICATION ______________________________________________ OR
_____DID TAKE OATH
_______DID NOT TAKE OATH

NOTARY PUBLIC SIGNATURE:   

_______________________________________________________________  
MY COMMISSION EXPIRES:
_______________________________________________________________ 

COMMIISSION NUMBER:
______________________________________________________________

NAME OF NOTARY PUBLIC PRINT STAMP OR TYPE AS COMMISSIONED:

_____________________________________________________________

Family Income:  (required for statistical data only) # of people in household______


___$0-$15,000	___$15,001-$35,000	___$35,001- $50,000	___$50,001-$65,000


___$65,001-$80,000	___$80,001-$100,000	___+$100,000       





PAL PROGRAM


Please Select One





______Newtown ASP





______PAL Sailor Circus


              SESSION ONE





______PAL Sailor Circus


              SESSION TWO











DATE _______________





AMT_________________





BAL. DUE ____________





CK or CC # _____________








