York United Soccer Club

Medical  and Liability Release


As the parent or legal guardian of ________________________________, I

hereby give my consent for all medical care prescribed by a duly licensed Doctor of 

Medicine or Osteopathy. This care may be given under whatever conditions are 

necessary to preserve life, limb, or well being of my dependent.


I grant _____________________________ and/or _________________________  

permission to act as my surrogate for my child in the area of obtaining treatment by a 

Doctor of Medicine, Osteopathy or Dentistry. I also assume the financial responsibility 

for any such treatment for my child.


I hereby release, discharge, and/or otherwise shall indemnify the York United 

Soccer Club, my child’s specific York United Team, The Pennsylvania State University 

(including York Campus), Manchester Township, York United Coaches, Sponsors, other 

owners of field and facilities, and persons providing transportation to and from events,

Tournament organizers, sponsers, host clubs, EPYSA ans USYSA 

against      any      claim      by      or      on      behalf      of      my      child,

__________________________, which results from participation in the York United 

Soccer Club or York United Team activity.

_______________________                        __________________________

Player’s Name
                                               Parent/Guardian

_______________________                         __________________________

Player’s SS No.                                               Telephone Number


                                                                       __________________________

Health Plan Information:                                Player’s Physician

________________________                        __________________________

                                                                         Physician Telephone Number


________________________                        __________________________

                                                                         Choice of Hospital

________________________                        __________________________

                                                                         Date  

  

