


[bookmark: _GoBack]Twin City Thunder Football Player Registration Form
Part A: Personal Data
Date:				

First Name:				   Last Name:				   MI:		

Date of Birth:					Birth Place:					

Age:			Height:			Weight:		

High School:							College:				

Professional Team:					

Home Address:							City:				

State:				Zip:				Phone #				

Email/Facebook:							

Paid Registration Fee: Y/N     	Amount Paid:  $		

Twin City Thunder Football Player Registration Form
Part B: Family
Married: Y/N	Spouse Age:			Spouse Name:				
Spouse D.O.B:					Does your spouse work?  Y/N

How does your Spouse feel about you playing Minor League Football?																												

Children:  Y/N 	If not Married do your children live with you? Y/N
*Please list children Names/Age/ D.O.B

1. _____________________________________________________________
2. _____________________________________________________________
3. _____________________________________________________________
4. _____________________________________________________________
5. _____________________________________________________________
6. _____________________________________________________________
7. _____________________________________________________________
8. _____________________________________________________________
9. _____________________________________________________________
10. _____________________________________________________________


Twin City Thunder Football Player Registration Form
Part C: Medical History
Medication: Y/N (*Please List medication and explain)
1. ____________________________________________________________
2. ____________________________________________________________
3. ____________________________________________________________
4. ____________________________________________________________
5. ____________________________________________________________
Have you ever had a Concussion or Concussions? Y/N   (If yes please give Date or Dates to the best of your knowledge) Date or Dates																																_____________________________________________________________	
Have you ever had broken bones? Y/N (If Yes please list)
1. _______________ 	  2.________________	3.______________
Have you ever had Surgery for ANY reason? Y/N (If yes Please list)
1. _________________________________________________
2. _________________________________________________
Do you have Heart problems? Y/N 	Do you have Asthma? Y/N (Do you use an inhaler? Y/N)
Do you have Diabetes? Y/N (If yes do you use insulin in the form of a SHOT/ PILL or PUMP) Answer: _________________
Do you use any Supplements? Y/N (if Yes please list)
1._______________   2.________________	 3._________________
All Information is True and accurate to the best of my Knowledge Y/N
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