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Weslaco Softball Baseball 
Parental Waiver & Medical Release Form 

 
DATE: ____________________ 
 
 
I, __________________________, (parent/guardian) the undersigned parent or person having legal 
custody or being legal guardian of  ________________________, (player) on __________________ 
team, In consideration of participating in said program, I understand and do hereby agree to hold 
harmless the local organization and their Directors and all other persons acting as agents, 
representatives and sponsors from any and all liability resulting from my participation in any league, 
whether such liability is caused by accident, third party negligence or the negligence of any of the 
entities or person named above. I hereby authorize the coach, and/or assistant coach, and business 
manager of the team to obtain medical care from any licensed physician, hospital or medical clinic, 
for the player named herein at such time as either parent or legal guardian cannot be contacted in 
person or by telephone.  This authorization shall include all league activities, including the period 
required to travel to and from those activities; and I do hereby, release and absolve, indemnify, and 
agree to hold harmless the local organization, the organizers, supervisors, participants, and persons 
transporting the players to and from those activities, for any claim arising of any injury to the player.  
In addition, I understand and agree that any image or likeness can and may be used by the 
organization; at its discretion, for the purpose of promoting its program and presence on the world 
wide web. 
 
Parent’s Signature ______________________Player’s Signature ______________________ 

Player’s Date of Birth: _______________ Boys Baseball _____ Girls Softball _______  

Division:  4u___6u___8u___10u___12u___14u___18u___  

Players Name: __________________________________________________ 

Players Address: ___________________________________________________ 

City, State & Zip: ___________________________________________________ 

Phone: (Home)__________________(Cell)_______________(Cell)______________ 

Doctor: ________________________ Phone: ___________________ 

Medicine being used: _______________________ Allergies: _______________________ 

Medical Problems: ______________________Insurance Co.: _____________________ 

Policy #: ____________________ 
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