
CHICAGO RIDGE PARK DISTRICT - BALL FORE MINIATURE GOLF 
FALL MINIATURE LEAGUE TEAM REGISTRATION/ROSTER 

 
 

SEASON___________________ 
 

TEAM NAME (If applicable) __________________________________________ 
 
 PLAYER NAME (PRINT) ADDRESS, CITY, ZIP EMAIL ADDRESS 

1    

2    

3    

4    

 
                                  
 
TEAM CAPTAIN_____________________________________ CELL PHONE__________________________________ 
(Please print) 
 
 
SIGNATURE     _____________________________________________________                                         
(Your signature verifies that you have read and understood the waiver below) 
 
 
Please read this form carefully and be aware that in signing up and participating in this program you will be waiving and 
releasing all claims for injuries you might sustain arising out of this program.  As a participant in this program, I recognize 
and acknowledge that there are certain risks of physical injury and I agree to assume the full risk of injuries, including 
death damages or loss which I may sustain as a result of participating in any and all activities connected with or 
associated with such program.  I agree to waive and relinquish all claims I may have as a result of participating in the 
program against the Park District and its officers, agents, servants and employees.  I do hereby fully release and 
discharge the Park District and it's officers, agents, servants and employees form any and all claims from injuries, 
including death, damage or loss which I may accrue to me on account of participation in the program.  I further agree to 
indemnify and hold harmless and defend the Park District and its officers, agents, servants and employees from any and 
all claims resulting from injuries, including death, damages and losses sustained by me or arising out of, connected with, 
or in any way associated with activities of the program.  In the event of an emergency, I authorized Park District officials to 
secure from any licensed hospital, physician, and payments for any and all medical services rendered.  I have read and 
fully understand the above risk warnings of the program, waiver and release of all claims and permission to secure 
treatment. 
 

ENTRY FEE: $30.00/TEAM 
 
 

DATE PAID: ____/_____/_____    AMT PAID: $__________  CASH               CREDIT                CHECK # 
 
 

RECEIVED BY (Staff): __________________________ 
 
 


