
RIVALS WRESTLING REGISTRATION FORM

Name: _________________________________________________________________

 Date of Birth: _______________  Age: ____________    Grade: ___________  Wt: _______

Email: _____________________________________ Tel: ________ Years of Exp. ____________

Address: ________________________________________________________________________

City: __________________________________________State: __________ Zip: ____________

Program:  Youth: ______ Champion: ______ Gold: _______ Silver: ______

    Brownze: ______ Group: ______

MEDICAL RELEASE
I or WE the undersigned, for ourselves, our heirs, executors and administrators, waive, release and forever
discharge the Rockingham Athletic Club and its staff, officers, agents, employees, representatives and
assignees of and from all rights, claims for damages, injuries or loss of person or property which may be
sustained or occur during participation in tryouts, practices, games or other activities while acting as a
member of the Rockingham Athletic Club. Additionally, in case of Medical Emergency, I hereby give
permission to health service personnel to secure proper treatment for my child.

Parent / Guardian (print) ___________________________________________________________

Emergency Contact & Phone # ______________________________________________________

Allergies ________________________________________________________________________

Insurance Co Name & Number ______________________________________________________

Parent Signature / Date  ____________________________________________________________

Personal Check: Please make payable to “Rockingham Athletic Club”

Credit Card: M/C or VISA (circle one)

Card # _____________________________________ Expiration Date: _____ / _____ / _____

Amount Paid $______________ Cash_______ Check #_______ Card_______ Date _____/_____/_____

Wrestler

Wrestler’s


