Child’s Name: ​​​​​​​​​​​​_____________________________________________________________________

Child’s Age: ________

Parent’s Name: ____________________________________________________________________

Home#: _____________________________
    Cell#: ________________________________

Responsible adult if parent is not available: _____________________________________________

Responsible adult Phone#: _________________________________

Please Circle one:
Ability:
Beginner
   Intermediate

Advanced
Beginner – No Experience in doing a backhandspring (Girls Gymnastics Class)

Intermediate – Some Experience with a spot on a backhandspring (Hot Shots)

Advanced – Close to achieving a backhandspring by themselves (Big Shots/OAG)

Are you able to do a backhandspring by yourself?
Yes

No
Release:  I hereby consent to have my child/ward participate in programs offered by Metro Gymnastics.  It is hereby agreed that I, my child(ren) adopted or otherwise, my executors, waive and release all rights and claims for damages that I may have at any time against Metro Gymnastics, its representatives whether paid or volunteer for any injury or damages in connection with the gymnastics program or other activities related to the METRO GYMNASTICS PROGRAM.  The serious risks involved in respect to such a program are fully understood.  PERMISSION FOR MEDICAL TREATMENT:  I confirm that the above named person is in good health.  I hereby authorize simple first aid and consent to any x-ray exam, and medical or surgical diagnosis which is deemed necessary.
DOCTOR’S NAME: ______________________________________________________________________PHONE:_________________________________________________

SIGNATURE: ___________________________________________________________________________DATE:__________________________________________________





Parent or Guardian










