Player

Form

Form Revised:

Registration

2008 Season

TEAM NAME:

Age on January 1 of current year:

Fee Received:

7/10/2007 Birth Certificate Received:
I
mn # $
Please PRINT to ensure legibility
First Name Middle Name Last Name

Player Info:
Parent(s)/Guardian(s) Birthdate: 01 01 1980
Address:
city: Spokane stAVA  Zip Code
Home Phone: Work: Cell :

School: .

H.S graduation this year? [[] Yes [J No

Email Address:

* SGFSA Team Information
ASA Age Division: 10u

(10u, 12u, 14u, 16u, 18u)

SGFSA Team Name:

*Committed to the following team for the 2008 Season

*Please note that once you sign this Player Regiitn Form, you are committed to this team througkugust
15" of the current league year.You are not to have contact with any other SGFSAach for the purposes of
playing on their team, nor can any coach from anath SGFSA team have any contact with you regarding
playing softball for their team prior to August 45of the current league yearlf, for some reason, you want to be

released from this contract, you need to get a asle, in writing, from the head coach of the teamuybave
committed to. Please be advised that it is theqyobf the SGFSA that it is the head coach’s decisiwhether or

not to release you.

Signature of Player:

Signature of Parent/Guardian:

Signature of Team Mgr. /Head Coach:

PDF processed with CutePDF evaluation edition www.CutePDF.com

Date:

Date:

Date:




2008
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