Capital City Track Registration Form
2017/2018

Athlete Name:_______________________________________________________________

Birth Date: ____________________________       School:__________________________________________  

 Athletics Alberta #: _______________________        MALE           FEMALE      

Address: ________________________________________      City: _____________________________

Postal Code: _______________      Email:_______________________________

Home Phone:______________________________     Cell phone:_______________________________

Parents/Guardian:_________________________________     Phone: _________________________________

Parent/Guardian Email Address: _________________________________________________


Membership fee:  ________   Paid by:   Cheque*_________       Cash __________    Receipt Issued: ____
Payment Arrangements: Monthly ____  Other: _________________________________________
Post dated cheque #’s: ____________________________________________________
*payable to Capital City Track Club
*post dated cheques dated for the 1st of every month



I understand that me or my parents/guardians will be required to volunteer for our Casino Fundraiser September 30th and October 1st as well as Sherwood Park Classic in July (date to be announced). _________
                                                                                                                                                                                      Initial

	Group
	Age
	Club Fees

	Peewee/Bantam
	10-13
	[bookmark: _GoBack]$700

	Midget (Provincial Stream)
	14-15
	$900

	Youth (Provincial Stream)
	16-17
	$900

	Midget (National Stream)
	14-15
	$1200

	Youth (National Stream)
	16-17
	$1200

	Juniors
	18-19
	$1200

	Seniors
	20+
	$1200

	High Performance (Coach Initiated)
	18+
	$1500

	Associates
	N/A
	$600

	University Athlete Rebate – Joins before December 1st
	N/A
	$900




MEDICAL INFORMATION



Alberta Healthcare Number: ______________________________

Physician: __________________________________        Phone: ____________________________

Dentist:____________________________________           Phone:________________________

Emergency Contact: _______________________________          Phone: ____________________________

CHECK IF ATHLETE HAS SUFFERED FROM ANY OF THE FOLLOWING:

Allergies (Specify):________________________    Asthma (Severity):_________________________

Recurring Headaches:____     Seizures:____     Blackouts:____     Chest pain:____

Any Other Health Related Conditions:_______________________________________________________

List Of Medication Taken Regularily:_________________________________________________________

Current Or Previous Injuries:________________________________________________________________

Designated Alternative:
If the parent cant be contacted in case of emergency, the following person is authorized to act on my behalf:

Name: _____________________________  Relationship to Athlete:_______________________

Cel:___________________________                         Work Phone:__________________________


Athlete Signature:____________________________  


Parent/Guardian Signature:______________________________
(If Athlete is under 18 years)
