
2010-2011 Player Registration Form

Our mission is to be the premier basketball academy in the country  providing the highest quality coach-
ing to committed atheletes.  We provide a structured training environment at a world class facility geared 
to develop team success as well as individual player growth.  We strive to achieve maximum potential to 
create opportunities for our player beyond travel team basketball.

Age divisions are comprised of players who are, before the first day of  September 1, 2010.
Division        Birthdate                               Division   Birthdate
U9                 Sept. 1st 2010                        U12          Sept. 1st 2010
U10               Sept. 1st 2010                        U13          Sept. 1st 2010
U11               Sept. 1st 2010                        U14          Sept. 1st 2010

Player Information:

Player Name:_________________________________  DOB:_____________  Age:_____________

Division:__________________  Position:    __________________________

Addresss:_________________________________________ City/Zip:________________________

Basketball Experience ( in years): ____________Travel Team   _______________Rec League

Current Team or Previous Team____________________________________________

Parent Information:

Parent/Guardian(s)Name:____________________________________________________________

Home Phone:__________________________ Cell Phone:__________________________________

Email Address:_____________________________________________________________________

                                                             HAX Information and Release
I hereby give my permission for the above player to participate at HAX in the tryout/ basketball pro-
gram. I understand that as a condition of admittance as a participant, I the undersigned, rlease HAX, 
Its officials and members from any liability for any injury or illness, mental or physical, due to the play-
ers participation during or related to HAX.  In the event of any accident or injury, I (we) the undersigned 
parent(s)/Guardian(s) give my/(our) consent for emergency medical care prescribed by a duly licensed 
doctor of Medicine and/or Doctor of Dentistry. I hereby grant authority to a qualified physician or dentist 
to render such medical treatment as said physician and/or dentist deems necessary under the circum-
stances and to preserve the life, limb or well being of my dependent.

Parent Guardian Signature:___________________________________________
Date:_____________

Parent Guardian/Name(print):___________________________________________________
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