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RECREATION & PARKS DEPARTMENT  
Troy Blevins, Director
2175 Mizell Road
SAINT AUGUSTINE, FLORIDA

32080-9157
PHONE:      (904) 209-0333
FAX:            (904) 209-0321
YOUTH PARTICIPATION/REGISTRATION FORM (ADULT PROGRAMS)
PROGRAM__________________________________________________________________________________
CHILDS NAME_______________________________________________________________________________

HEIGHT__________________                      WEIGHT_________________     (CIRCLE)  MALE / FEMALE

AGE________________                            
BIRTH DATE________________________________________
STREET ADDRESS___________________________________________________________________________

CITY____________________________________  STATE_____________

ZIP__________________

PHONE # _(H) ________________________      (W) _______________________(CELL)___________________

I recognize that it is the responsibility of all parents/guardians to provide appropriate accident and health insurance for all children participating in activities.  I hereby give approval for the above named child to participate in the St. Johns County Recreation and Parks department program named above.  I assume all risks and hazards incidental to such participation and I do hereby absolve, indemnify, and agree to hold St. Johns County, the City of St. Augustine, their officers, agents, their sponsors, supervisors, and participants for and from any claims arising out of injury to the child whether this is from any other cause. 

_______________________________________


______________________________

Signature- Parent/Legal Guardian



Date:
_______________________________________


______________________________

Printed Name






Relationship to child

AUTHORIZATION

__________________________________


_______________________________

Name of Family Physician




Phone

__________________________________


_______________________________

Name of Family Medical Plan



Policy Number

In an emergency, if family physician cannot be reached, I hereby authorize the above named child to be treated.

KNOWN HEALTH PROBLEMS AND PAST INJURIES OF ABOVE NAMED CHILD:

If I cannot be reached; in case of an emergency, please contact:

____________________________________________

Phone:_____________________________________

Relationship to Child__________________________

Additional Numbers__________________________

Parent/Legal Guardian Signature___________________________________                Date: _______________________
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