2019 Florida Fest Boys' Bid Tournament

1/26/2019-1/27/2019

Team Nona Sports 14U-B

Club Nona Sports

Jers.#/

Pos. Name USAV #

21 DS Alberti, Alejandro ~ FL2986101MOJ19
11 Middle  Almanza, Sebastiah FL3233405M0J19
32 Middle  Anglero, Leonardo  FL2985961MOJ19
1 Right Browning, Tfistan FL2985139M0J19
17 Right Licona, Jayden FL3231766MOJ19
16 Left Matos, Fabian FL3123598M0J19
7 Left Mediné, Antonio FL2986676M0OJ19
12 Setter Wishart, Vincent FL2817128MQOJ19 |
Head Coach Anglero, Leonardo  FL2458629MOA19

Roster size: 9 (8 players and 1 staff members)

Team Code

Division
USAV Coach
Ver. Birthdate Cert.
Y 06/12/06 Player
Y 08/16/05 Player
Y 0721/05 Player
Y 10/05/04  Player
¥ 02/04/05  Player
Y 12/15/05 Player
Y 10/23/05 Player
Y 05/06/06  Player
Y 02/07/78 IMPACT

MJ4 NONAS1FL
14 Open

BGS Ver SafeSport

USAV

USAV

Impact

USAV

Added
01/06/19
01/06/19
01/06/19
01/24119
01/06/19
01/06/19
01/06/19
oi /06/19

01/06/19

** Denotes player is team captain, [W] Denotes waivered player

Event Roster & Medical/Emergency Release Form Requirements

1. Theabove roster is correct and contains all players who will be participating in the event. All playerslisted on the roster must be registered or
membersin good standing with their respective Member Organization.
2. All players must meet age classification requirements. NOTE: Age Waiver players are NOT eligible for Qualification events and National
com petitions (National & Regional Qualifiers and the Junior Nationals).
3. All staff listed on the roster must be registered or membersin good standing with their respective Mem ber Organization: have completed

SafeSport certification and cleared the approved background screening. A staff member listed on the roster for the team/club will be with this
team/club at all times during while attending this com petition.

4. All coachesarerequired to be at a minimum Impact certified.
5. A staff member listed on the roster for the team will be with thisteam and have in their immediate possession at all times during this

com petition a complete and legible copy of the Medical/Emergency Release Form for each player listed on the official roster.
6. Theteam understandsit issubject to any and all penalties for incorrect or incom plete information on thisform.

Leo P S‘G,rg/

Print Name

Ho -2 222

Phone Num ber

/}s/;

Signature

s

Date

\!7‘4”'7&‘\



THIS FORM IS TO BE CARRIED TO ALL SANCTIONED COMPETITIONS & PRACTICES.

£
gﬁ) 2018-2019 USAV YOUTH & JUNIOR VOLLEYBALL PLAYER
UsAvolieyball MEDICAL RELEASE FORM

This must be completed - legibly - and signed in all areas by both the player and his/her parent or guardian. | understand and agree that this
document will be kept in the possession of authorized adult team personnel and that reasonable care will be used to keep this information
confidential. By signing this form the participant affirms having read and agreed to the terms and conditions listed below.

Club: NQnCL ’ QV#‘S Team Name: Y3 94-3
lesondm Albecs /2/06 2 (dMale O Female
First Nafe Last Name Birth Date  Age
Primary Contact: Parent or Guardian X i ,
Name: Lawce  Brorro Address: 1929  Candice.  C+.
7 J City, State &Zip _ 04 lom oy, FL 30832
Primary Phone: Hod-Tia-5183 Alternate Phone:
Secondary Contact: [Zl Parent/Guardian [OOther
Name: Yooe Aloert
Primary Phone: - i, -5 /0 F Alternate Phone:
Primary Insurance Co l:hz;(fn o Primary Group/Policy # 085(%/-0/3-06/0s7 2433 (3968
Family Physician Name "ll?ée, HYouse Q”L@L:a-{ﬁcg Physician Phone H01-7)36- 8733

Please elaborate on any medical conditions of which we should be aware:
N/

Please list any medications currently being taken:

NJA

In the past 24 month, have you been tested, diagnosed and/or treated for a concussion: [ Yes [X¥YNo
If yes, provide the date (months and year), who performed the testing/diagnosing/treatment and what was the outcome:

Please list any allergies: N'@/VE

If None, please write None.

Participant Signature Date:
(regardless of age): _ ,
Participant, Al«ﬁ iandco f /Q’/hﬂd"/? , has my permission to participate in training,

competition, events, actitities and travel sponsored by USA Volleyball or any of its Regional Volleyball Associations (RVASs). | approve
of the leaders who will be in charge of this program. | recognize that the leaders are serving to the best of their ability. | certify that the
participant has full medical insurance with the company listed above. | understand and agree that this document will be kept in the
possession of authorized team/RVA personnel and that reasonable care will be used to keep this information confidential. | agree to
allow the authorized adult team personnel to release this information in the event of a medical emergency to a third party medical

provider. | also certify to the best of my knowledge that the participant named hereon is physically fit to engage in the activities
described above.

Parent/Guardian Signature: X %LLM O . Q ,Q,( N O Date: e lo | GI

Relationship to Participant: _ /e~ U

If, during the course of my daughter's/son's activities in volleyball, should she/he become ill or sustain an injury, | hereby
AUTHORIZE  or ]—___l DO NOT AUTHORIZE (Select only one option to ensure validity of this document!)

you to obtain emergency medical/dental care. | will assume financial responsibility for the bills incurred through my insurance company.

Parent/Guardian Signature: ¥ /%LU i O @/Ma/ha\ Date: | —|p.-|a

STATEOF _Floride YCOUNTYOF _ ° Oranau )

SWORN TO BEEQRE ME, a Notary Public, by said Lavrgd [Zeuna’ personally known

to me M [Otr day of < ANUdnn ! 20 @
(Vi ' My Commission Expires & [ii /20 Q0

Notary-Publid &7 "\

R

REBECCA DELLER

'g Notary Public - State of Florida Revised 07/09/2018 MM
§  Commission # FF 959744
My Comm. Expires Feb 11. 2090




THIS FORM IS TO BE CARRIED TO ALL SANCTIONED COMPETITIONS & PRACTICES.

\
& 2018-2019 USAV YOUTH & JUNIOR VOLLEYBALL PLAYER
UsAvolieyball MEDICAL RELEASE FORM

This must be completed - legibly - and signed in all areas by both the player and his/her parent or guardian. | understand and agree that this
document will be kept in the possession of authorized adult team personnel and that reasonable care will be used to keep this information
confidential. By signing this form the participant affirms having read and agreed to the terms and conditions listed below,

Club: oNa  Spoart s Team Name: 5/ “{
== lon e, ’ Al e 70 é/lk/05 (3 MMale O Female
First Name Last Name ) Birth Date  Age

Primary Contact: Parent or Guardian

Name: M;@ Acfife 1459 2z Address: (edlY §,’d-ie?,,L LMQ

v City, State & Zip _ OV [AM dD 'Fb 32071
Primary Phone: t70.79) 7% 60 & |

Alternate Phone:

Secondary Contact: {J Parent/Guardian [1Other

Name: Sl xipde A dvews o 2
Primary Phone: (70%; 73} —.2 3 2 Alternate Phone:
Primary InsuranceCo A efn a Primary Group/Policy # W 2399 I 094 78

Family Physician Name 1), . P"ku S ]"Zc,z (: j);,-"é} Physician Phone ( /(/() J FE0 ~f7 7 7

Please elaborate on any medical conditions of which we should be aware:

Me-

Please list any medications currently being taken:

M A

In the past 24 month, have you been tested, diagnosed and/or treated for a concussion: [JYes = No
If yes, provide the date (months and year), who performed the testing/diagnosing/treatment and what was the outcome:

Please list any allergies: /V'l Z

If None, please write None.

Participant Signature éé&g) @l — Date: f l 4 /| 3

{regardless of age):

Participant, fﬁéﬁ CHon Al Y4 NA2G , has my permission to participate in training,
competition, events, activities and travel sponsored by USA Volleyball or any of its Regional Volleyball Associations (RVAs). | approve
of the leaders who will be in charge of this program. | recognize that the leaders are serving to the best of their ability. | certify that the
participant has full medical insurance with the company listed above. | understand and agree that this document will be kept in the
possession of authorized team/RVA personnel and that reasonable care will be used to keep this information confidential. | agree to
allow the authorized adult team personnel to release this information in the event of a medical emergency to a third party medical
provider. | also certify to the best of my gnowledge phat th€ partigipant named hereon is physically fit to engage in the activities

described above. i — o i / “ /{ca‘»

Parent/Guardian Signature: X

Relationship to Participant; /277 0)2//66:4,-

If, during the course of my daughter's/son's activities in volleyball, should she/he become ill or sustain an injury, | hereby

[l autHorizE  or [ 10O NOT AUTHORIZE (Select only one option to ensure validity of this document)

you to obtain emergency medical/dental care/lwyseume firancial responsibility for the bills incurred through my insurance company.

- ‘1/,/ é? ’ Date: j f;‘/’, /‘/ 5

Parent/Guardian Signature: ) /2’- v

STATEOF _ A ) COUNTY OF Qvaeaq )
SWORN TO BEFORE ME, a Notary Public, by said " .‘T/Lﬂu 1 7 D> Ao personally known
to me this 11 day of vl i ¢ ,20 (9007
1 7 Pichard PabRICOMMission Expires 1&[2¢
Notary Public_=—~_ = o, =
e : Commision Expires 06/182022
wf””’j wmmmmm Revised 07/09/2018 MM




THIS FORM IS TO BE CARRIED TO ALL SANCTIONED COMPETITIONS & PRACTICES.

\
@) 2018-2019 USAV YOUTH & JUNIOR VOLLEYBALL PLAYER
UsAlolleyball MEDICAL RELEASE FORM

This must be completed - legibly - and signed in all areas by both the player and his/her parent or guardian. | understand and agree that this
document will be kept in the possession of authorized adult team personnel and that reasonable care will be used to keep this information
confidential. By signing this form the participant affirms having read and agreed to the terms and conditions listed below.

Club: _Npoaa Seovts Team Name:__Nona Sports 1u-B
Leorawd® babrie) Al eeud 2[7,; gzw b FMale 0O Female
First Name Last Name Birth Date  Age
Primary Contact:(Parent or Guardian
Name: Leorards Anclevs Address: 10135 Shad ow Creeid Dri—e.
o City, State & Zip _oviendo, FC 22 @22
Primary Phone: _ 4=7-234-0222 Alternate Phone: _yjsn-527-98 0
Secondary Contact: I‘ZI/ParentIGuardian OOther
Name: Melvwne, €. Ranivez
Primary Phone: 4o -927 <80 Alternate Phone: 4o ~234-03232
Primary Insurance Co Aetnea Primary Group/Policy # 24 $-0i0-vewd Wwi2q 7 67763
Family Physician Name Dv. Mi<lse Physician Phone H4071-73:-2733

Please elaborate on any medical conditions of which we should be aware:
AbdD
Please list any medications currently being taken:
DermeMnylpheni date; Anastvotsle

In the past 24 month, have you been tested, diagnosed and/or treated for a concussion: [ Yes E’{o
If yes, provide the date (months and year), who performed the testing/diagnosing/treatment and what was the outcome:

Please list any allergies: No~e HaX T g avere oF

If None, please write None.

Participant Signature M{@ Date: d u_
(regardless of age):

Participant, (conavds babriel Ancloes” , has my permission to participate in training,
competition, events, activities and travel sponsored’by USA Volleyball or any of its Regional Volleyball Associations (RVAs). | approve
of the leaders who will be in charge of this program. | recognize that the leaders are serving to the best of their ability. | certify that the
participant has full medical insurance with the company listed above. | understand and agree that this document will be kept in the
possession of authorized team/RVA personnel and that reasonable care will be used to keep this information confidential. | agree to
allow the authorized adult team personnel to release this information in the event of a medical emergency to a third party medical

provider. | also certify to the best of my knowledge that the participant named hereon is physically fit to engage in the activities
described above.

Parent/Guardian Signature: X 4/4/ Date: \|’)/"Z—.~7i‘f \\\\“““"""’II/,,,
> = Fur

Relationship to Participant: et S S0l
p pant: _ Peaven :\\\ :..:'QQMMISS/d... 2

If, dyring the course of my daughter's/son's activities in volleyball, should she/he become ill or sustain an injury, | Gerepy "'é,%". =
=3: e, °3Bi E

lﬁrAUTHORIZE or [ |DONOT AUTHORIZE (Select only one option to ensure validity of this do§%§nt!}y¢ MH

you to obtain emergency medical/dental care. | will assume financial responsibility for the bills incurred through m% A Wq&%@c\\s

///, /o"'u.u".ip Q

Parent/Guardian Signature: X /)/—7/ Date: , » l 2019 //”"I//S,r,’i,r,%af\&\\“\

staTEoF _[~/ori da )COUNTYOF (D ran e « )

SWORN TO BEFORE ME, a Notary Public, by said bl —personally known )

tor?,ethis\ = L day of N-Tarvl<ta%l 20 /Y

)'N | ilip e i My Commission Expires "3/ )7 / ol
Notafy Public

Revised 07/09/2018 MM



“7  2018-2019 USAV YOUTH & JUNIOR VOLLEYBALL PLAYER

This must be completed - legibly - and signed in all areas by both the player and his/her parent or guardian. | understand and agree that this

~ document will be kept in the possession of authorized adult team personnel and that reasonable care will be used to keep this information

~ confidential. By signing this form the participant affirms having read and agreed to the terms and conditions listgd below.

- Club: _ i_ﬁ-f\'ti E LONA Nona Sporks  TeamName:[Po\S [ )] H/VeR Spovis )14-B
el o0 _DOoovining 0 [gS[e4 |4 HMele DFemale

iFir&iﬂgrm . . LastName . J =  BidhDate Age . ‘

_ |Primary Contact: Parent or Guardian — - ' .

 IName: Sareh ypn \8{’ Ol Addresss 2 RID 1&5%:’1;4 =L
- ' ~ - - - City, State & Zip _ o \gedbe M =~ FIRIFD

{Primary Phone: 3" el iR UL Alternate Phone: _ ‘

, Samnﬂéry Contact: K?ﬁmyﬂﬁuﬁr’ian [10ther :

~ |Name: BOVdn Brovaivg . ; ,
[primery phone: — 30\ 787, [UBF Atemate Phone: ___ |
[Primary Insurance Co ,}\g‘(\(éﬁ‘f“bﬁ’fg»i%} . v?rimary éroap/?olicy# FTiope }“’“@";ajfjiigmf?h&

Family Physician Name Canter {or g‘m&iu(wﬂ Physician Phone  H- 4(]- 305~ GRS ‘

 |Please elaborate on any medical conditions of which we should be aware: j\}ﬁ\

| Please list any medications currently being taken: N A

in fhe ast 24 month, have you been tested, diagnasediandlér treated for a concussion: [J Yes 'No o
- yﬂs.%mvide the date (months and year), who performed the testing/diagnosing/treatment and wi the outcome: |

' |prease istany alleraies: AJp NE

e /34 /2049

0. hasmypemission to pariicipate in training,

s and travel sponsored by USA Volleyball or any of its Regional Volleyball Associations (RVAs). | approve

charge of this program. | recegnize that the leaders are serving to the best of their ability. | certify that the
il medic }ch ta!mg% the company listed above. | understand and agree that this document will be kept in the

f authorized teanVRVA personnel and that reasonable care will be used to keep this information confidential. | agree o
*W“ ? g adult team personnel to release this information in the event of a medical emergency to a third party medical

certfy to the best of my kifpwie geﬁg{;ﬂqe pmﬁeipantﬁa{md hereon is physically fit to engage in the activities
amsgawe X <) ¢/ C= 0 owe _Ifou]asiq

shipto Participant: — (Vi pTHER . | -

%wms&ﬁ@éaughwrsisms actvites in volleyball, should she/he become il or sustain an injury, | hereby

wmaafzs o f:j DO NOT AUTHORIZE (Select only one option to ensure validity of this documentt)

L e n emergency m&d@went#i re. | will assume financial responsibility for the bills incurred through my insurance company.
 [Perent/Guardian Signature: x| /

oF Y/urid - v ["/Ldiw ' Dai USM / 901 4
c ‘ : :

AL = JCOUNTY OF /) ¢ p g4 | ,
FORE JE. aNomy P Bysala < 4SS e
. ;%Yﬁf fﬂxﬂww% L R if:"}A SEp IO e kp;maﬁyknm

MW Y/ t My Commission Expres___ [ 7]/ [

rdion Signature: X <) ¢¢ L

o

.;mtm;,', :
B

i EXPIRES: December 11,2010

fd)

3

{L7A0S  BodedThouNoayPubicUndeoates J} Revised 07/092018




THIS FORM IS TO BE CARRIED TO ALL SANCTIONED COMPETITIONS & PRACTICES.

)
% 2018-2019 USAV YOUTH & JUNIOR VOLLEYBALL PLAYER
UsAVolleyball MEDICAL RELEASE FORM

This must be completed - legibly - and signed in all areas by both the player and his/her parent or guardian. | understand and agree that this
document will be kept in the possession of authorized adult team personnel and that reasonable care will be used to keep this information
confidential. By signing this form the participant affirms having read and agreed to the terms and conditions listed below.

ciub:  NONS SEETS Team Name: M ores Spovds 144-B
O PYDeN L PCON B 02/04/05 3 p@iale O Female
First Name ' Last Name Birth Date/ _Age
Primary Contact: Parent or Guardian TZQ[
Name: anie neeyes Address: QRIS NHRCOCR=see 7 :
City, State & Zip SR LONI ‘F( 237
Primary Phone: (=5 )9 F 5964/ Alternate Phone: (__
Secondary Contact: [1 Parent/Guardian éOther fzfgm nmk;bf,_ﬂ
Name:
Primary Phone: Alternate Phone:
Primary Insurance Co (/' T€D _HENCHE CSEE.  Primary Group/Policy # /
ramily Friysician Name Physician Fhone

Please elaborate on any medical conditions of which we should be aware:
Now= / HeEss>ceT i

Please list any medications currently being taken:
VI e D

In the past 24 month, have you been tested, diagnosed and/or treated for a concussion: [ Yes /ﬁ/ No
If yes, provide the date (months and year), who performed the testing/diagnosing/treatment and what was the outcome:

Please list any allergies:

if None, please write None. » 9

Participant Signature Date: l/ | O/ 40| 0/

{regardiess of age):

Participant, \—).Q , has my permission to participate in training,
competition, events, activities and travel sponsored by USA Volleyball or any of its Regmnal Volleyball Associations (RVAs). | approve
of the leaders who will be in charge of this program. | recognize that the leaders are serving to the best of their ability. | ceriify that the
participant has full medical insurance with the company listed above. | understand and agree that this document will be kept in the
possession of authorized team/RVA personnel and that reasonable care will be used to keep this information confidential. | agree to
allow the authorized adult team personnel to release this information in the event of a medical emergency to a third party medical
provider. | also certify to the best of my knowiedge that the participant named hereon is physically fit to engage in the activities

described above. (*” ?
Parent/Guardian Signature: X ) =} — Date: 1//?/6()/?
Reiationship to Participant:

If, during the course of my daughter's/son's activities in volleyball, should she/he become ill or sustain an injury, | hereby
AUTHORIZE or |__|DONOT AUTHORIZE (Select only one option to ensure validity of this document!)

you to obtain emergency medical/dental 7T wilVassume financial responsibility for the bills incurred through my insurance company.

Parent/Guardian Signature: X - [ ~— Date: / O/ 2]

stateoF 1o Ao ~Aeountvor (Y@ )
SWORN TO BEFORE'ME, a Notary Public _Qy_sald (A (1T P S , -_ - personally known

Revised 07/09/2018 MM



THIS FORM IS TO BE CARRIED TO ALL SANCTIONED COMPETITIONS & PRACTICES.

—~
@) 2018-2019 USAV YOUTH & JUNIOR VOLLEYBALL PLAYER
UsAlblieyball MEDICAL RELEASE FORM

This must be completed - legibly - and signed in all areas by both the player and his/her parent or guardian. | understand and agree that this
document will be kept in the possession of authorized adult team personnel and that reasonable care will be used to keep this information
confidential. By signing this form the participant affirms having read and agreed to the terms and conditions listed below.

|

Club: )&{OMA— épg{‘\% Team Name: WMo Spa/'u iH4-n3
v
T Abaa MproS lﬂlr/ZDos (3 EMale 0OFemale
First Name Last Name Birth Date  Age
Primary Contact: Parent or Guardian
Name: ERIC. NS Address: 10924 74\/[00»/ \/ £e) BL_VD
City, State &Zip _ O o B 22 pos”
Primary Phone: 32/ 299 25 L/:1)' Alternate Phone: 32 (- 2.97- 2.8¥¢
Secondary Contact: [A"Parent/Guardian [Other
Name: owve  Ocasio
Primary Phone: 32 /- 297 - 2%Y( Alternate Phone: 32/ 297 - 20’7?
Primary Insurance Co _/ /) Fed Llez /Lticayec  Primary Group/Policy # 702 45+ 1€208248 9
Family Physician Name /D~ {1l ,/(J/ Physician Phone YOr. . 1> 2927
Please elaborate on any medical conditions of which we should be aware:
None
Please list any medications currently being taken:
oal

In the past 24 month, have you been tested, diagnosed and/or treated for a concussion: [ Yes Elﬁo
If yes, provide the date (months and year), who performed the testing/diagnosing/treatment and what was the outcome:

Please list any allergies:

or
If None, please write None.
A
Participant Signature P&{Dm MOL% Date: 4 ]@f} hﬂ
(regardless of age): ' = [ )
Participant, fgyb (An M/J?\’US , has my permission to participate in training,

competition, events, activities and travel sponsored by USA Volleyball or any of its Regional Volleyball Associations (RVAs). | approve
of the leaders who will be in charge of this program. | recognize that the leaders are serving to the best of their ability. | certify that the
participant has full medical insurance with the company listed above. | understand and agree that this document will be kept in the
possession of authorized team/RVA personnel and that reasonable care will be used to keep this information confidential. | agree to
allow the authorized adult team personnel to release this information in the event of a medical emergency to a third party medical
provider. | also certify to the best of my knowledge that the participant named hereon is physically fit to engage in the activities
Parent/Guardian Signature:

described above.
il Date: ///0//?
\
Relationship to Participant: ?%r\é«@,&
If, during the course of my daughter's/son's activities in volleyball, should she/he become ill or sustain an injury, | hereby
[ TAuTHORIZE or [_|DONOT AUTHORIZE (Select only one option to ensure validity of this document!)

you to obtain emergency medical/dental care. | will assume financial responsibility for the bills incurred through my insurance company.

Parent/Guardian Signature: ) Date:

STATEOF T |orida )COUNTY OF _ Orawal , )
SWORN TO BEFORE ME, a Notary Public, by said Er \g (@) !5)5 \Mdo MQﬂjﬁ ﬁ personally known
to me thi o) day of

NYolaleTal 20 |
/} My Commission Expires OC‘E?‘@! 202\

Notary Public DR SHEILA M. LOPEZ
/. 23 % Notary Public - State of Florida

1A% 7 Commission # GG 156937

7 ‘* " My Comm. Expires Oct 31, 2021

Revised 07/09/2018 MM




THIS FORM IS TO BE CARRIED TO ALL SANCTIONED COMPETITIONS & PRACTICES.

2018-2019 USAV YOUTH & JUNIOR VOLLEYBALL PLAYER
MEDICAL RELEASE FORM

This must be completed - legibly - and signed in all areas by both the player and his/her parent or guardian. | understand and agree that this
document will be kept in the possession of authorized adult team personne! and that reasonable care will be used to keep this information
confidential. By signing this form the participant affirms having read and agreed to the terms and conditions listed below.

Club: N Ona S()&»A' > Team Name: M ons Sook s 11a-3
L) [} S
Moo PLSme. Thinve 5 iolzalzecs V> O Male [ Female
First Name Last Name Birth Date  Age

Primary Contact: Parent or Guardian . e .

Name: Ji W‘f@ QFO MQA\ NS i iuer Address: 1194 59 JAMeS A B?
City, State &Zip o lan de Zl{ 22727

Primary Phone: Y07 984 20 719 Alternate Phone: o1 4 Y 20 77

Secondary Contact: ¥-Parent/Guardian [1Other
Name: Marin dia TorresS C—"mm al<cS
Primary Phone:  _is7 99RY 20771 6 Alternate Phone:

Primary Insurance Co Primary Group/Policy # /
Family Physician Name - Physician Phone

Please elaborate on any medical conditions of which we shouid be aware:

Please list any medications currently being taken:

In the past 24 month, have you been tested, diagnosed and/or treated for a concussion: [0 Yes [ No
If yes, provide the date (months and year), who performed the testing/diagnosing/treatment and what was the outcome:

Please list any allergies:

If None, please write None. ____

Participant Signature W Date: filivjia
(regardless of agz

3 [1]

Participant, /l—r(} WO J . M e,c‘, 1o 1 Ovve 5 , has my permission to participate in training,
competition, events, activities and travel sponsored by USA Volleyball or any of its Regional Volleyball Associations (RVAs). | approve
of the leaders who will be in charge of this program. | recognize that the leaders are serving to the best of their ability. | certify that the
participant has full medical insurance with the company listed above. | understand and agree that this document will be kept in the
possession of authorized team/RVA personnel and that reasonable care will be used to keep this information confidential. | agree to
allow the authorized adult team personnel to release this information in the event of a medical emergency to a third party medical
provider. | also certify to the best of my knowledge that the participant named hereon is physically fit to engage in the activities

described above. &/ gz
Parent/Guardian Signature: X 3& AL L Date: / / /0 / / 7
/

Relationship to Participant: / J)A o

If, during the course of my daughter's/son's activities in volleyball, should she/he become ill or sustain an injury, | hereby
[XLAUTHORIZE or D DO NOT AUTHORIZE (Select only one option to ensure validity of this document!)

you to obtain emergency medical/dental care. | wili assume financial responsibility for the bills incurred through my insurance company.

Parent/Guardian Signature: X {)\) \D&QAA’&% Date: lj)o f 149

STATEOF [=/o#7d 6 \ ) COUN%CL)F Orange
SWORJ ic, by said forio T iflecine Torres personally known

Wi MADELEINE REVELLESyiof Ju/medry
I MY COMMISSION # GG023703 r

ta

20 v
My Commission Expires (Zze 5 zen 7 23 2026
d

ic_EXPIRES August 23, 2020

Revised 07/09/2018 MM




THIS FORM IS TO BE CARRIED TO ALL SANCTIONED COMPETITIONS & PRACTICES.

o
& 2018-2019 USAV YOUTH & JUNIOR VOLLEYBALL PLAYER
UsAvollieyball MEDICAL RELEASE FORM

This must be completed - legibly - and signed in all areas by both the player and his/her parent or guardian. | understand and agree that this
document will be kept in the possession of authorized adult team personnel and that reasonable care will be used to keep this information
confidential. By signing this form the participant affirms having read and agreed to the terms and conditions listed below.

Club: More Spods Team Name: _ Mane Spo'b 19u-B
« L s, = 17 ¥

\/,Mce\m«ﬂ- ishaprt E‘/O/O/m ] 3 Male [ Female
First Name Last Name Birth Date  Age
Primary ContactyParent or Guardian S iy R
Name: Ain Pl U g .S\‘\Aa '\/“5\ Address: 1e; Sq () §/, a{(,,, L‘ l‘*{- DV

o . = vy City, State & Zip __ Ovlad, 'FL 2 2E3 4

. ’ ‘j D) ’ ; o
Primary Phone: L/U 7 ~Yo >-5]7 % Alternate Phone:
Secondary Contact: ParentIG ard(in [COther
Name: > <PUuanit Aug
Primary Phone: 407 - 2972 ~02% o Alternate Phone:
= i - - =7 .
Primary Insurance Co \eTUuh Primary Group/Policy # 306109 910~ 7/ 1, J33YS ¢
¥ YY)

Family Physician Name 0V~ /ij} Wy tin Physician Phone "107 ~AT3= 14900

Please elaborate on any medical conditions of which we should be aware:

Please list any medications currently being taken:

In the past 24 month, have you been tested, diagnosed and/or treated for a concussion: OYes [ONo
If yes, provide the date (menths and year), who performed the testing/diagnosing/treatment and what was the outcome:

Please list any allergies:

If None, please write None.

Participant Signature M Date: i /fd / 4

(regardless of age):

Participant, \/\V\ e W S l"-‘“«z/‘ + , has my permission to participate in training,
competition, events, activities and travel sponsored by USA Volleyball or any of its Regional Volleyball Associations (RVAs). | approve
of the leaders who will be in charge of this program. | recognize that the leaders are serving to the best of their ability. | certify that the
participant has full medical insurance with the company listed above. | understand and agree that this document will be kept in the
possession of authorized team/RVA personnel and that reasonable care will be used to keep this information confidential. | agree to
allow the authorized adult team personnel to release this information in the event of a medical emergency to a third party medical

provider. | also certify to the best of myk)gwl e that the participant named hereon is physically fit to engage in the activities
described above. g\-_—‘ i ll
| : 1a)f ™

Parent/Guardian Signature: X‘ A Date:
Relationship to Participant: y“’\‘H/mv’\

If, during the course of my daughter's/son's activities in volleyball, should she/he become ill or sustain an injury, | hereby
[V]AUTHORIZE or || DONOT AUTHORIZE (Select only one option to ensure validity of this documentl)

you to obtain emergency medical/dental care. | will assume financial responsibility for the bills incurred through my insurance company.

Parent/Guardian Signature: X ;/k Date: | [ u'/ [(1
’ )
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