
MEMPHIS METRO JVC, INC., 2009-2010 TRYOUTS
REGISTRATION FORM

Name _______________________Home phone _________________
Address __________________________
City/ State/ Zip ___________________________________________
Parents’ Name(s) __________________________________________
Mom’s cell:_____________________  Dad’s cell:_________________
E-mail address:____________________________________________
School ____________________Age ______Fall 2009 Grade _______

Playing experience: Beginner     Church league       School Team    
JV Club____years,     Club Name:________________Team:________

Complete both parts of this form and make check payable to Memphis Metro JVC, Inc.
Mail form with $ 50 Check before Oct 20. You do not need to finish on-line registration 
with USAV before you send in this tryout registration.
However, you will HAVE to be USAV registered in order to participate in tryouts. Regis-
tration at the door will be $65.
Mail to: Memphis Metro JVC, Inc., POB 2287, Cordova, TN 38088
PLEASE CALL WITH ANY QUESTIONS  Liz Daniel at (901)-340-0171
E-mail: jitka@memphisvolleyball.com

Emergency Medical Treatment Authorization

Name of the player___________________________________DOB:______________________
Past Health History_______________________Past Injuries__________________________
Present Health  _____________________________Medications________________________
Drug Sensitivities  ________________________Other Allergies  ______________________
Insurance Company  _______________________Policy Number  _____________________
Policy Holder  ___________________________________________________________

I verify that my child has been checked by a licensed physician and is physically able 
to participate in the Memphis Metro JVC 2009 Tryouts. I hereby release Memphis Metro 
JVC, Inc. and coaches and all employees from all claims on account of any loss, injuries 
and damages, which may be sustained by my child while attending the 2009 Memphis 
Metro JVC Tryouts. I give my permission for medical personnel to administer first aid and 
adequate medical care in the event of any injury or illness.  I agree to assume cost re-
lated to such treatment.

Name (Print):____________________________Signature:___________________
Date:______________

Emergency Contact:
Name ______________________________Relation: ___________________________
Telephone home ___________________ cell_____________________
work_________________
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