
    
 

Payment Information:     Cash ___       Check #:  _______    Amount:  _________    
WSA use:  Received by:  ______________   Date Received:  ______   Date Registered:  ______   League: ______ 

 

Player’s Full Name: _________________________________    Current Date:  ________________ 

Birth Date (MM/DD/YYY):  _____________________                    Gender (circle one):   Male    Female 

Select One:   Intramurals    Travel 

Select League (circle one, if known):   U5   U6   U7   U8   U10   U12   U14   U16   U18 

Check one:        New Player**           Returning Player(no changes)        Returning Player (with changes) 

Medical Issues:  _________________________________________________________________ 

Emergency Contact: ________________________________ Phone number:  ________________ 

Doctor's Name: ____________________________________ Phone number:  ________________ 

Email Address 1:  ________________________________________________________________ 

Email Address 2:  ________________________________________________________________ 

Father’s Name:  _________________________ Mother’s Name: ___________________________ 

Address: _______________________________ City State Zip: ____________________________ 

Phone #1: ______________________________ Phone #2: _______________________________ 

 

I, the parent/guardian of the registrant, a minor, agree 
that I and the registrant will abide by the rules of the 
USYSA, its affiliated organizations and sponsors. 
Recognizing the possibility of physical injury 
associated with soccer and in consideration of 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 any claim by or on the 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. 
 

Consent for Medical Treatment (Minor) 
As Parent or Legal Guardian of the above-named player, I 
hereby give my 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. 
 
Print Name :  ___________________________________ 

Signature:  _____________________________________ 

 
 

Print Name :  ________________________________ 

Signature:  __________________________________ 

I am interested in volunteering:  (circle choices) 
     Coaching       Team Sponsorship      Fields 
     Equipment      Fundraising                Try-outs     
 

 
Mail completed form and check made out to Wakefield Soccer Association to: 
 WSA Registrar, PO Box 177, Wakefield, 01880 
 

** If this player is new to the Wakefield Soccer Association, include a copy of their birth certificate. 
 


