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2010 INDEMNITY FORM

Tel: 012 420 6109 (10h00 – 13h00)     Fax: 086 513 1664     Cell: 071 401 0513

Email: tukssquash@up.ac.za      www.worldofsquash.co.za
Name of Event:   ______________________________________

I, ………………………………………………………………………………………….......,  being the parent/legal guardian

                            (full name)

of ……………………………………………….…………………….…………….  hereby give consent for my child to take 

                            (player’s name)

part in the (Event)  _______________________________________________________    in (town/city) 

___________________________ and related activities during (month)__________________________. 

I hereby appoint and authorise the manager in charge to act in loco parentis and if necessary give consent to my child undergoing surgical and/or other medical treatment.  I undertake to pay for the cost of such treatment, when required.

I fully understand and accept that all activities are undertaken at my child’s own risk.  I am also aware that the Organisers of the Event/TuksSquash and Squash SA accept no responsibility for any loss, injury or damage to the person or property of my child which may be sustained whilst engaged in the above activity. I waive any right that I and, insofar as I am able, and my child may have to claim compensation against the associations or any of its managers or other members, in respect of any loss, injury or damage incurred whilst engaged in the above activity, howsoever arising and whether as a result of negligence or otherwise, and I indemnify them against all claims arising from such activity.

SIGNED:       ………………………………………………………………………………………… 

     (Parent/Legal Guardian)

Dated this     ………………………..…   day of   ……..…………………………. Year ……………………….. 

MEDICAL AID DETAILS:

Name of medical aid: …………………………………………………………………………………………………….

Medical Aid number: ………………………………………………………………………………………………………

Principal member of medical aid: ……………………………………………………………………………………..

TYPE OF Medical aid (eg: full cover/hospital plan etc): ……………………………………………………….

Please attach a copy of both sides of your medical aid card to this form.
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