Tae Kwon Do at UCF

Information form

Name:_________________________________________

Address:
Street:________________________________________________

City:_________________ State:_____ Zip code:______________

Phone and/or cell number:(_____)__________________   (_____)_________________

Email:____________________________________

Emergency contact:

Name:_________________________________ 

Phone number:(_____)____________________

Birthday: (mm/dd/yy)______________

Major:________________________________

Estimated year of graduation:______________________

Allergies/medical conditions/previous injuries/etc.?______________________________ _______________________________________________________________________

Any previous martial arts experience?______


If yes, then what style and for how long?_________________________________

How did you hear about the club?____________________________________________

Waiver:

I, __________________________(print name) recognize the activity in which I desire to participate involves a risk of injury.  I knowingly assume all risks associated with participation, even if arising from the negligence of the participants or others, and ASSUME FULL RESPONSIBILITY for my participation.  In signing this form, I release the Tae Kwon Do Club at UCF, its instructors and all other involved parties from any claims or responsibility for injuries suffered.  I certify that I am in good physical condition and can participate.  Further, I authorize the instructor to request medical treatment as necessary to insure my safety/well being.

Sign: ________________________________________________
 Date: __________ 

Parent/Guardian (if minor): _______________________________  Date: __________

