
The Austin Foundation Registration Form
PLEASE PRINT LEGIBLY. THANK YOU

Participant Name:      





Date:      

 Age:      
Mailing Address:      
City/State/Zip:      
Email Address:      
Primary Phone:       



Other Phone:      
Please indicate C-Cell FORMCHECKBOX 
  H –Home FORMCHECKBOX 
 W-Work FORMCHECKBOX 
 P-Pager FORMCHECKBOX 

Current School:      



 
Grade:     
Activities/sports you currently participate in:      
What program(s) is participant applying for?     
Referral From: Odessa Brown Children’s Clinic FORMCHECKBOX 
 Harborview Children & Teen Clinic FORMCHECKBOX 
Columbia Health Center FORMCHECKBOX 
 Other     
Liability Waiver:  Participant understands that there is risk involved in physical activities and shall not hold the Austin Foundation or its site partners/facilities liable for any injuries or chronic conditions that might develop as a result of utilization of the facilities or services. Participants waive any claim that may arise in connection with the Austin Foundation or its partners’ services and/or facilities.  Participant further agrees that the Austin Foundation and its partners/facilities shall not be responsible for any property which might be lost or stolen.  I also understand that there is no charge for the program(s).  I agree to follow the rules of the programs and to use proper etiquette and safety at all times.  I understand that it is important for me to be punctual, and be ready to participate by the start time. 
* Parent or guardian must sign form if participant is under 18 prior to youth start date.
Parent or Guardian Signature:        






Date:      
Please Print Your First & Last Name:        
Relationship to Participant:      
Participant Signature:      





 


Date:      
Please complete this form and mail, email, or fax to: 


Austin Foundation




MUST COMPLETE HEALTH HISTORY FORM ANNUALLY
1918 Terry Ave.



OR IF ANY CHANGE: Check what session completed:
Seattle, WA 98101




Fall FORMCHECKBOX 


Winter
 FORMCHECKBOX 

Spring FORMCHECKBOX 
    
Summer FORMCHECKBOX 

Phone: (206) 381-1841

Fax: (206) 381-1840











QUESTIONS:  Call Vanisha Duggal at (206) 551-6687 
Email:  vanisha.duggal@gmail.com   


FAX TO: 206.381.1840 (During business hours, please call first.)





For administration purposes only. Date Rec’d______


Qtr & Year Applied for ______________


Health History Form Completed__ Yes and Date____








