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Capital Cheer All-Stars

2009-2010
Registration and Emergency Medical Information

Participant Information: REQUIRED

Name _____________________________ Date of Birth ____________________ Age ______

Address ______________________________________________________________________

City _________________ State ____________ Zip __________________

Home Phone (_____) ___________ Cell Phone (____) ______________

School (fall) _______________________ Grade (fall) ______ Age as of 8/31/09 ________

Parent’s Information: REQUIRED 

Mother’s Name _________________________________________

Address ______________________________________________________________________

City _________________ State ___________ Zip ____________________

Home Phone (____) _____________ Cell Phone (____) _______________

Work Phone (____) _________________ E-Mail address **

**Preferred method of communication

Father’s Name _________________________________________

Address ______________________________________________________________________

City __________________ State __________ Zip ______________________

Home Phone (____) _____________ Cell Phone (___) _______________

Work Phone (____) __________________ E-Mail address**

**Preferred method of communication

Child lives with: Mother ______ Father _______ Both Parents ________

EMERGENCY CONTACT INFORMATION

Contact 1-
Name __________________________________________ Relationship ______________________

Home Phone (____) ________________ Cell Phone (____) __________________

Contact 2-

Name __________________________________________ Relationship ______________________

Home Phone (____) _______________ Cell Phone (____) ___________________

MEDICAL HISTORY
Medication(s) taken on a regular basis: ________________________________________________________________________________________________________________________________________________________________

General Allergies: ________________________________________________________________________________________________________________________________________________________________

Allergies to Medication(s) ________________________________________________________________________________________________________________________________________________________________

Other Important Medical Information (Asthma/Diabetes/Hypoglycemic/etc.) : ________________________________________________________________________________________________________________________________________________________________

Check if you have the following: 

Wear Glasses ____

Wears Contacts ____


Bad Knees ____

Heat Exhaustion ___

Stamina Problems ____

Weak Ankles/Wrists _____

Recent Fracture/Break ___
Back Problems ____


Hyperventilation ____

Participant’s Physician: _____________________________ Office Number (____) _____________

Office Address ___________________________________________________________________

Insurance Information

Company Name ________________________________ Policy Number _______________________

Street Address __________________________________________________________________

City _________________________ State _______ Zip ______________

Name of Insured ___________________________________ Relationship to Participant ________
