
WILDWOOD CHRISTIAN ACADEMY
Athletics and After School Activities

Waiver, Release, Assumption of Risk, Hold Harmless, and Indemnification Agreement

I, for child, my ward or myself, sign this Waiver and Assumption of Risk in consideration of the
opportunity to participate in Athletic and After School activities at Wildwood Calvary Chapel. I
represent that I am the participant or parent/guardian of the participant(s) named below, or I have
obtained permission from the parent/legal guardian of the participant(s) named below to execute
this agreement on their behalf. I am aware there are inherent risks associated with participation
in this activity and I, on behalf of myself and the participant(s) named below, knowingly and freely
assume all such risks, both known and unknown. I hereby release, waive and give up any and all
claims, known and unknown, that I or the child may now or later have against Wildwood Calvary
Chapel, it’s member(s), officer(s), instructor(s), agents or representatives related to any act,
omission, statement or occurrence during or related to the activity. I, for child, my ward or myself,
certify that the participant(s) is/are physically fit to participate in Athletic and After School
activities at Wildwood Calvary Chapel. Parents/Guardians are responsible solely for the safety of
their children.

By signing below I acknowledge that I have read and understand Wildwood Calvary Chapel’s liability waiver.

Student Name: Date:

Parent/Guardian Name: Date:

Parent/Guardian Signature: Date:
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WILDWOOD CHRISTIAN ACADEMY
Athlete Concussion Awareness Form

□ I understand that it is my responsibility to report all injuries and illnesses to my team Coach or WCA

Administration.

□ I have red and understand the Concussion Fact Sheet. After reading the CDC Concussion Fact Sheet, I am aware

of the following information:

A Concussion is a brain injury, which I am responsible for reporting to my Coach or
Principal.

Initial
A concussion can affect my ability to perform everyday activities, and affect reaction
time, balance, sleep, and classroom performance.

Initial
You cannot see a concussion, but you might notice some of the symptoms right away.
Other symptoms can show up hours or days after the injury.

Initial
If I suspect a teammate has a concussion, I am responsible for reporting the injury to
my Coach or Principal.

Initial
I will not return to play in a game or practice if I have received a blow to the head or
body that results in concussion-related symptoms.

Initial
Following concussion, the brain needs time to heal. You are much more likely to have
a repeat concussion if you return to play before your symptoms resolve.

Initial
In rare cases, repeat concussions can cause permanent brain damage, and even
death.

Initial

Signature of Student Athlete Date

Printed Name of Student Athlete

Signature of Parent/Guardian Date

Printed Name of Parent Guardian
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WILDWOOD CHRISTIAN ACADEMY ATHLETIC CLEARANCE

THE ATHLETE NAMED BELOW MAY NOT TRYOUT OR PARTICIPATE IN ANY SPORT UNTIL THIS FORM IS
COMPLETED IN FULL

SPORT(S) ___________________________ MALE/FEMALE _____________ BIRTHDATE ____________ GRADE _________

STUDENT’S NAME ______________________________________________ PHONE: ___________________________________

STREET___________________________________________________ CITY ________________________ ZIP________________

FATHER’S NAME __________________________________________________ DAYTIME PHONE _______________________

MOTHER’S NAME __________________________________________________ DAYTIME PHONE _______________________

PHYSICIAN’S STATEMENT: DATE OF EXAMINATION ____________________

HEIGHT: WEIGHT: BLOOD PRESSURE:__________________

BODY / LIMBS: INJURY / PHYSICAL CONDITION THAT SHOULD BE WATCHED: YES NO
IF YES, EXPLAIN ____________________________________________________________________________

HEAD / BRAIN: INJURY / PHYSICAL CONDITION THAT SHOULD BE WATCHED: YES NO
IF YES, EXPLAIN____________________________________________________________________________

TEETH: INJURY / PHYSICAL CONDITION THAT SHOULD BE WATCHED: YES NO
IF YES, EXPLAIN ____________________________________________________________________________

THIS ATHLETE MAY PARTICIPATE IN SPORTS: YES NO

PHYSICIAN’S SIGNATURE _______________________________________________________________________________

**THERE IS AN ELEMENT OF RISK ASSOCIATED WITH ALL ATHLETIC COMPETITIONS. THE SCHOOL CANNOT
GUARANTEE THAT STUDENTS WILL NOT BE INJURED DESPITE ITS COMMITMENT TO PROVIDE FOR EVERY
PARTICIPANT’S HEALTH AND WELFARE.

INSURANCE CARRIER:____________________________________POLICY #____________________

RELEASE OF INFORMATION: I hereby give permission to release sports information on the above-named student. I have
read the WCA Sports Handbook and agree to the provisions contained therein. I hereby give my consent for the above-named student to
compete in sports and to go with a school representative on any trips.

Person to notify in case of illness or accident if school is unable to contact parent/guardian:

NAME _________________________________________________________________ PHONE _________________________

In case of emergency, this doctor should be called:

NAME _________________________________________________________________ PHONE _________________________
In case of an emergency, if I cannot be reached, I hereby give my consent to give such attention as may be thought necessary by the
physician in charge or any available physician.

PARENT/GUARDIAN ____________________________________________________ DATE__________________________
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