
Churchville Youth Association Soccer 
Tiny Tots Soccer Festival 

U6 Noncompetitive Tournament 

 

Registration Form 

 
Team Name              

 

Club Affiliation             

 

Boys    Girls    Coed  

 

Coach Name____________________________________ Phone #       

Address              

E-mail               

 

I, ___________________________, coach of the _____________________, acknowledge 
that I will have in my possession, during all games at the CYA Soccer Festival and 
noncompetitive Tournament, current Release from Liability and Medical Consent form for 
each player on my team.  I also acknowledge that the form is signed by that player’s parent 
or legal guardian.  I hereby acknowledge as a condition of our acceptance, our team agrees 
to accept the tournament rules.  I also understand that there are no refunds due to shortening 
or cancellation of a game due to inclement weather.  It is also understood that the Release 
from Liability and Medical Consent Form must be submitted at Check-in/Final Registration. 

 

 

 

Coach’s Signature _____________________________Date___________ 

 

 

 

 

 

Festival/Tournament Fee:   $60 per team 

 

Checks made payable to CYA Soccer 

 

This form is to be mail in with a check or money order to: 

CYA Soccer 

     P.O. 177 

     Churchville, NY 14428 



 

Release of Liability and Medical Consent 

 
Recognizing the possibility of injury associated with soccer and I hereby release, discharge and/or otherwise 
indemnify the CYA Soccer, its affiliated organizations and sponsors, their employees and personnel, including 
the owners of the fields and facilities utilized for the Festival/Tournament contents against any claim by or on 
behalf of the player as a result of the player’s participation. My son/daughter has received a physical 
examination by physician and has been found physically capable of participating in the tournament. I hereby 
give my consent to have a first aid responder, athletic trainer, emergency medical technician, nurse, and/or 
doctor of medicine or dentistry provide my son/daughter with medical assistance and/or treatment.  
 
 
 

Player’s Names ___________________________Parent Sign ___________________Date_________ 

 

  ____________________________ Parent Sign ___________________Date_________ 

 

  ____________________________ Parent Sign ___________________Date_________ 

 

  ____________________________ Parent Sign ___________________Date_________ 

 

  ____________________________ Parent Sign ___________________Date_________ 

 

  ____________________________ Parent Sign ___________________Date_________ 

 

  ____________________________ Parent Sign ___________________Date_________ 

 

  ____________________________ Parent Sign ___________________Date_________ 

 

  ____________________________ Parent Sign ___________________Date_________ 

 

  ____________________________ Parent Sign ___________________Date_________ 

 

  ____________________________ Parent Sign ___________________Date_________ 

 

  ____________________________ Parent Sign ___________________Date_________ 

 

 

 


