
 
P.O. Box 67  !  Worton, MD 21678  !  (410)778-1948  !  Fax (410)778-4602 

 

Adult Drop-In Sports Program Registration 
 

 
 

Please circle Appropriate Sport 
 

Basketball                               Kickball                                Volleyball 

PLEASE PRINT CLEARLY & FILL OUT FRONT & BACK COMPLETELY! 
 

Name and Address: ___________________________________________ 
 

        ____________________________________________________ 
        Street # and Name or P.O. Box 

            ____________________________________________________ 
        City/Town, State, Zip Code 
 
Phone #: ________________ Date of Birth: _____________ Age: ______    Gender (Circle One):         
                                                                                                               Male           Female 
Email address: _______________________________________________________ 
 

 

I am aware of the potential dangers of participation in sports activities. I realize that there is a 
risk of being injured in all sports no matter how many precautions are taken. I further realize 
that I need to follow carefully all of the guidelines given by Kent County Parks & Recreation and 
event organizers regarding training rules, proper use of equipment, legal and safe techniques 
and any and all other safety procedures. I understand that even if all of the above is done, I may 
still incur injury through participation in sports activities. I fully waive and release Kent County 
Parks & Recreation and Kent County School Board from all causes, liabilities, damages, claims 
or demands whatsoever, on account of any injury or accident I may sustain through 
participation in this sports activity. I hereby grant consent to any & all health care providers 
designated by Kent County Parks & Recreation to provide any necessary medical care as a 
result of injury/illness. I also give permission to be photographed and videotaped for the 
purposes of advertising and archives. 
 
Signature ___________________________________                        Date _____________ 

 
Emergency Contact Name: ____________________________________________ 
Address: _____________________________________________________________ 
Email: _______________________________ Home Phone: ___________________  
Work Phone: ___________________ Cell: ___________________ 
 
Medical Insurance 
Carrier ______________________________ Group __________________________ 
Policy # _____________________________ Group # _________________________ 
Family Physician’s Name ______________________________________________ 
Physician’s Address ___________________________________________________ 
Physician’s Phone ________________________ Email ______________________ 
Participant’s Allergies (list, if any) ______________________________________ 
Serious Medical Conditions (list, if any) _________________________________ 
_______________________________________________________________________ 
 

 
KCPR Official Use Only 

 
Fee: $3.00 per session/ $20.00 season pass 

 
Cash/Check: _________   Date: _________   Collected by: _________ 

 
Please visit our new website! www.KentParksandRec.org 


