
Ohio Valley Elite Football Club  
Parent Night Out  
Registration Form 

 
 
 

Child’s Information: 

______________________​ _____________________​ ________________________ 
First Name​ ​ ​ Middle Name​ ​ ​ Last Name 
 
__________________________​    _____          ________ 
Birth Date (Month/Day/Year)​       Age​             Gender 
 
 
Contact Information: 
 
___________________________________________________________ 
Father’s Name  
 
_______________________​ ___________________________________ 

Phone Number​​ ​ E-mail  
 
___________________________________________________________ 
Mother’s Name 
 
______________________          _________________________________ 
Phone Number                               E-Mail 
 
_________________________________________          _________________________________ 
Emergency Contact                                                                 Phone  
 
 
Any Special Request: ______________________________________________________________ 
(Special Requests Are Not Guaranteed) 
 

 
 
SIGNATURE (Parent/Guardian) _______________________________________Date_____________ 
 

 
 



Ohio Valley Elite Football Club 
Parent Night Out   

Medical Information and Release Form 

 
 
 
Child’s Name                                                                                     D.O.B______________________ 
 
Father’s Name                                                                                      Home Phone________________  
 
Email ______________________________________________Work Phone_________________ 
 
Mother’s___________________________________________ Home Phone________________ 
 
Email______________________________________________ Work Phone_________________ 
 
Emergency Contact___________________________________ Phone_____________________                                               
 

MEDICAL INFORMATION: 

Family Physician’s Name________________________________________________ 

Address_______________________________________ Phone__________________ 

Allergies and/or Medical Conditions (list):___________________________________________ 

______________________________________________________________________________ 

Medications (list):______________________________________________________________ 

_____________________________________________________________________________ 

Date of last Tetanus Toxoid Booster________________________________________________ 

Date of last physical examination__________________________________________________ 

I/We hereby grant consent to any and all health care providers to administer any necessary medical care 

as a result of injury/illness. This consent includes First Aid and transportation to/from health care 

providers.  

Father’s Signature__________________________________________ Date_________________ 

Mother’s Signature_________________________________________ Date_________________ 

 


