
Monarch High School 2nd or 3rd Sport 
Athletic Registration 2009 - 2010 

 

 
 
Name: ___________________________________________ Grade:                      Date: ____________ 
 
 
 
WINTER  SPORT:            FEE: $185.00 
                                             
 

 
 

 

We have read and completed the BVSD sports registration packet during a previous sports season.  By signing below, 

we agree to the following: 

 

 Parents are giving permission for participation in an additional sport. 
 

 All information previously submitted is current and correct. 

- This includes insurance, physical and medical related information. 

(Physicals expire 365 days from the date of the exam.  If the athlete’s  

physical has expired, or will expire during the season, a new physical  

will be required to register for a sport).  

 

 The athlete agrees to abide by the athletic code of conduct as was signed in the original 
registration packet. 

 
 
 

 
 
 
 

______________________________________________  _____________________ 
Student Signature         Date 

 
 

______________________________________________  _____________________ 
Parent Signature          Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



  
Revised 7.1.09 (MD) 

 

             2009 - 2010 

Boulder Valley Public Schools 

Athletic Registration/Emergency Information 

 
Student Name                                                       ( M  F )  Grade    

Sport(s):    _____________________          _____________________          ______________________ 
               FALL      WINTER                     SPRING 

 

Parent Name                    
                                              
Address          City____________________ Zip     
 

Home Phone         D.O.B.        Age    

Father’s Phone (Day)        Mother’s Phone (Day)      

Father’s (Cell/Pager)        Mother’s (Cell/Pager)      

Email address:             

School Currently Attending           Grade     
 
School Attended Last Year               
  Did you participate in an athletic program at this school:   yes    no   (circle one) 
 
Name of Insurance Company:        Group/ID#      
 
** List two LOCAL people who will temporarily care for your student if you cannot be reached:  
During The School Day 
 
1. Name__________________________________ (Phone)________________________________ 

2. Name__________________________________ (Phone)________________________________ 

After School Hours 

3. Name__________________________________ (Phone)________________________________ 

4. Name__________________________________ (Phone)________________________________ 

Family Doctor           Phone #          

Address__________________________________ City              

Family Dentist          Phone #        

Address            City        

HEALTH INFORMATION: List any significant or on-going health conditions relevant to school or athletics   (severe 

allergies / epi pen, asthma , A.D.D., birth defect, diabetes, epilepsy, heart disease, vision or hearing problem, 
medications, etc.) I hereby give my consent for medical treatment deemed necessary by physicians for any illness or 
injury resulting from his/her athletic participation. I understand this authorization will only be enforced when I cannot 

personally be contacted and provide for immediate treatment.     PLEASE LIST IN THIS SPACE 

 

 
 

 

 

               

 (PARENT/GUARDIAN SIGNATURE)     (DATE

 


