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Name: _______________________________________ Birth date: __________________ Sex:   M      F 

 

Address: ____________________________________________________________________________ 

  (street)   (apt#)   (city)  (state)  (zip) 

 

Daytime #:_______________________________ Cell #: _____________________________________ 

 

Occupation: _______________________ E-mail: ____________________________________________ 
          (Please include e-mail – used for Sokol correspondence only) 

 

Has any member of your family ever been a member of a Sokol Organization?  Yes____ No____ 

How did you first hear about the Sokol Program? __________________________________________ 

(Optional) – Are you of Czech/Slovak Heritage? Yes____ No____ 

 

Class # Day Time Age Fee 

     

     

     

     

 

With registration, participants are designated a “Friend of Sokol New York” and will receive the Sokol 

New York Newsletter. 
 

I voluntarily consent to the rendering of emergency medical care and diagnostic procedures, surgical and 

emergency life saving treatment, as authorized by a physician or emergency medical technician, which in their 

professional judgment is necessary.  Page 2 of the registration form includes the Acknowledgement of Risk and 

Waiver of Liability Information which must be signed prior to participation in the program. 
 

I have read and agree to the terms of Sokol’s Registration and Policy Information.  Sokol classes are subject 

to cancellation based on enrollment and instructor availability. 

 

NO REFUNDS after the third class; $75 of the class fee is non-refundable.  I understand that there is a 

$25.00 fee charged for all returned checks. 

 

SIGNATURE OF PARTICIPANT: __________________________________ Date: _______________ 
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Participant Name: _____________________________________________ 

Date of Birth: _____/_____/_____   

Address: _______________________________________________ 

City: ________________________ State: ______ Zip: ___________ 

Daytime #: ___________________________Cell #: _______________________________ 

E-mail address: ____________________________________________________________ 

Insurance Co: __________________________________Policy# _____________________ 

Personal Physician: _____________________________ Phone# _____________________ 

Allergies (if any):___________________________________________________________ 

Pre-existing Conditions (if any): _______________________________________________ 

Emergency Contact: _______________________________Phone# ___________________ 

Relationship to you: _________________________________________________________ 

 

Waiver of Liability/Authorization for Medical Care and Treatment/Photo Release: 
 

As a participant of legal age, I hereby consent to participate in the program offered by Sokol New York.  I recognize that 

potentially severe injuries, including strains, sprains, broken bones, permanent paralysis or death can occur in any activity 

involving height and motion, including, but not limited to gymnastics, ballet, tae kwon do, basketball, volleyball and other 

sporting activities.  I understand and accept that risk.  I also realize that I am responsible for monitoring my own condition 

throughout the program and should any unusual symptoms occur, I will cease my participation and inform the instructor of the 

symptoms immediately.  I understand that it is strongly suggested that I obtain medical clearance to begin such an exercise 

program.  I realize that I will be performing and training for events in my discipline on various training devices.  I further 

understand that while the payment of tuition fees constitutes a part of the consideration due to Sokol New York, an additional 

and important consideration due to Sokol New York is this signed release form. 

 

I hereby consent to and authorize the giving of all treatments, medications and procedures which are ordered by a PHYSICIAN 

and approved by a member of the Sokol Board of Instructors for the diagnosis, medical care and treatment for any condition 

which requires medical attention from actively participating in any Sokol activity. 

 

I hereby agree to personally provide for the possible future medical expenses which may be incurred by me as a result of any 

injury sustained while training at, for or under the direction of Sokol New York.  This Acknowledgement of Risk and waiver of 

liability, having been read thoroughly and understood completely is signed voluntarily as to its content and intent. 

 

I hereby grant to Sokol New York and/or its legal representatives and assigns, the unrestricted right to use and publish the 

likeness, portraits, photographs, films or videos of me, or in which I may be included, for editorial, trade, advertising and any 

other purpose and in any manner and medium, and to copyright same.  I hereby release Sokol New York and its legal 

representatives and assigns from all claims, royalties, and liability relating to the use of said likeness, portraits, photographs or 

films/videos. 

 

I have read and agree to these terms. 

 

Signature: ____________________________________________________ Date: ____________________ 

 

Rev. 6/24/10 

 

Class: _______ 

Date:  _______ 

 


