Division Assigned ___________ (Baseball/Softball) 	                             Current Age ________
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Description automatically generated]
Umatilla Babe Ruth Baseball/Softball Registration Form
Players First Name: ________________________ Last Name: _________________________
Address: ____________________________ City: __________________ State: ____ Zip: _______
Date of Birth: _____________ Gender: Male ______ Female ______     Jersey Size:________
Age as of 01/01/2026 (Softball): ______                 Age as of 05/01/2026 (Baseball): ______
Mother: _________________________________ Father: __________________________ (Guardian)
Contact Number: __________________________ Contact Number: ____________________________
*Email Address: ____________________________ Email Address: ____________________________
[bookmark: _GoBack]*One Active Email Address is Required
Has child played baseball or softball with Umatilla Babe Ruth in prior seasons? Yes ____ No____
Age division child played in Spring 2025:  _________ Coaches Name: _______________________
Preferred Coach ____________________________ (not guaranteed) Player #: __________ (not guaranteed)
Authorization for Emergency Treatment of a Minor Child. In the event reasonable attempts to contact me, the (parent/guardian) whose signature is below, are unsuccessful, I, the undersigned parent or legal guardian of the above-named minor, do authorize any PHYSICIAN or HOSPITAL to treat my child for emergency medical, dental or surgical care and hospitalization. It is understood that every effort will be made to contact the parent/legal guardian prior to rendering treatment, but treatment will not be withheld if the parent/guardian cannot be contacted. I further agree to absolve the Umatilla Babe Ruth Baseball League, Lake County Board of County Commissioners, and their representatives/employees from all claims of liability which may arise because of said participation. I give my permission for coaches to obtain medical attention when they deem it necessary.
Parent/Guardian Signature: _______________________________________ Date: ___________
Preferred Physician: ____________________________________ Phone: ___________________
Restrictions/Special Medications/Medical Conditions: __________________________________
LEAGUE USE – PLEASE DO NOT FILL IN
B/C or Player Card Verified: _____ League Age: _____ Division: _____
Fee: $_______ Sibling Discount _N/A_ Total Paid: $______	Date Paid: _______
Form of Payment: Cash _____ Check # ______ Square ______
Who took Payment: _______________________ 2nd Signer Verification  _____________________________
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