
       East Bridgewater Youth Soccer       
 

PARENTAL CONSENT FOR TOPSOCCER PARTICIPATION 
 
 
I am the parent/legal guardian of ___________________________ and on whose 
behalf I have submitted the attached Athletes Application/Agreement to participate 
in East Bridgewater Youth Soccer’s TOPSoccer program. 
 
I hereby declare and warrant that to the best of my knowledge and belief that 
he/she is both physically and mentally able to participate in TOPSoccer.  With my 
approval, a licensed physician has certified that, based on an independent medical 
examination, there is no medical evidence that would preclude his/her participation 
in TOPSoccer.  I also understand that if he/she has been diagnosed to have Down 
Syndrome, a radiological examination for the purpose of determining the presence or 
absence of atlantoaxial instability is required for his/her participation in TOPSoccer. 
 
I further understand that my presence or the presence of my spouse or other legal 
guardian is required at all East Bridgewater TOPSoccer and Massachusetts Youth 
Soccer Association (Mass Youth Soccer) TOPSoccer Program events, including but 
not limited to practices, games, and festivals etc. in which he/she participates.  I 
clearly understand that the reason for the required presence of a parent or guardian 
for TOPSoccer activities is based in part on issues surrounding emergency care 
should it be needed. 
 
In permitting my son/daughter to participate in the East Bridgewater Youth Soccer 
program, I specifically grant my permission for TOPSoccer to use his/her likeness, 



 Medical Certification Form for TOPSoccer Participation  
 
 
Player’s Name: _______________________________________________________ 
 
Address: ___________________________________________________________ 
 
Phone: _____________________________________________________________ 
 
Sex:  M ___ F ___ Date of Birth: __________Height: ______Weight: ________ 
 
 
 
 

• Note to the Physician – If this child has Down Syndrome, TOPSoccer requires 
that, in order to participate in TOPSoccer, he/she has a complete radiological 
examination for the purpose of establishing the absence of atlantoaxial 
instability. 

 

_____________________________________________________________ 

Physician Statement/Information: 

 
Physician’s Name:  _______________________Office Phone # _______________ 
 
Address:____________________________________________________________ 
 
Physician’s Comments:  
___________________________________________________ 
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
________________________ 
 
“I have reviewed the above player’s health information and examined the player and 
certify that there is no medical evidence apparent to me that would preclude him/her 
from participating in TOPSoccer” 

 
 
Physician’s Signature: ______________________________Date:  _____________ 
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