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South African Sport Combat Association
Entry / Indemnity Form

Edison Centre

c/o Jacaranda Str & Edison Crescent

Hennops Park

Centurion

012 653 8198  -  Fax 0866 565959  -  Cell 083 555 8018
_________________________________________________________________________________________

Entry Form
Competition: 
______________________
           


Date: __________________

	Fighter’s Details



	Name
	
	Surname
	

	Date of Birth
	
	Age
	

	Weight
	
	Belt
	
	Club
	

	

	Divisions (Please indicate with a cross)


	Senior 18 +
	Novice (White –Green)
	Men
	Boys

	Junior Under 18
	Advanced  (Blue-Black)
	Ladies
	Girls

	

	Modes (Please indicate with a cross)


	Point s
	
	Continuous
	
	Low Kick Light
	
	Muaythai Light
	
	K1 Light
	

	Kickboxing
	
	K1
	
	Muaythai
	
	
	
	
	

	Kumite
	
	Weapons
	
	Free Form
	
	Trad Form
	
	Music Form
	

	Grappling
	
	MMA Light
	
	
	
	
	
	
	


Indemnity Form:
Address: ____________________________________________________________

_____________________________________________________________________

Tel  _____________________________ / Cell:______________________________

I ,___________________________________ hereby declare that I am fit and in excellent

health condition to participate in this Martial Arts event and that I am not on any medication or any form of drug. I also exempt the event organizers, trainers, helpers and officials of all

cases of personal injury that may occur at the event and that the first aid / medical officials may attend to me when injured. Should I have to receive treatment at a hospital or any medical institution due to any injury I will be responsible to pay my own expenses.

I hereby indemnify SASCA  and or any person employed or assisting SASCA against any liability for any damage (s) and or any injury (s) of any kind, to my person and / or property during any of the activities offered by SASCA, which I choose to participate in.

In the case of a minor (any person under the age of 21 years of age) I confirm that my parent(s) and or legal guardian who has been notified either personally, telephonically or electronically of my intended participation in the SASCA activities and has either personally, telephonically or electronically given his / her / their permission to do so.

I understand this indemnity form clearly and was not unduly influenced to sign it. I sign this form freely and voluntarily and understand that should I get any form of injury that it will not be due to the negligence of the event organizers and or management and or any other person involved.

I understand that the Martial Arts is a contact sport and voluntarily agree to participate. I confirm that I understand the rules and should I do full contact I am fully aware of the dangers there of.

I confirm that all previous injuries I might have had, has been checked out by a medical doctor and this doctor declared me fit for participation in this Martial Arts event and should I have an injury or medical condition which might be aggravated by the nature of Martial Arts I will not participate.

In case of emergency:

Contact person: _________________________________________

Tel/cell: ______________________________

SIGNED THIS ________       DAY OF   _________________     2007
___________________              ____________________               ______________________

  Fighter’s signature                       Instructor’s signature            Parent’s signature if fighter under 21 
___________________ 
       ____________________ 

_____________________

Witness 



Witness 


          Event organizer

Instructor’s Tel No / cell no:_______________________________

Medical ( will be done at the weigh-in )

Weight:  ________    Blood Pressure:  _________

Pulse:  ________   Lungs clear:  __________

Remarks:  _____________________________________________________________

_____________________________________________________________________

May / May not participate:   __________________________ ____________________

___________________________________________________

Physician signature 
























