
  

 

 

Office Use Only 

Amount 

Paid: 

 

Date:  

Signed:  
 

 

Team Name: 
 

 

 Ethnic Origin Key: White; British White (W), Irish White (WI), Other White (WO). 

Mixed; White & Black Caribbean (MBC), White & Black African (MBA). White & Asian (MA).Other; Mixed (MO), 

Asian (A), Indian (I) Pakistani (P), Bangladeshi (B), Other Asian (AO). 

Black; Black Caribbean (BC), Black African (BA), Other Black (OB), Chinese (C), Other (O) 

 

Team Organiser:   Alternative Team Organiser:   Competition  

        

Post Code:   Post Code:   Friday □ Girls □ 

Tel (home):   Tel (home):   Saturday □ Boys □ 

Tel (mobile):   Tel (mobile):     Mixed □ 

Email:   Email:   School Year / Age group  

 

I / We have read and agree to abide by the rules and regulations, and understand that failure to abide by them could result in exclusion from Ball Hall competitions. 

Signed (team contact): 

 

Signature: 

 

Date:  

 

Forename: 

 

Surname: Telephone: Do you have any long-term illness or health problem and/or disability which limits 

your daily activities: YES    /   NO 

Address: Post Code: Gender:   M  /  F Ethnicity: W  WI  WO  MBC  MBA  MA  MO 

I   P   AO  BC  BA  OB  C   O  
School: School Year: Date of Birth: Affiliation No: 

 

Signature: 

Forename: 

 

Surname: Telephone: Do you have any long-term illness or health problem and/or disability which limits 

your daily activities: YES    /   NO 

Address: Post Code: Gender:   M  /  F Ethnicity: W  WI  WO  MBC  MBA  MA  MO 

I   P   AO  BC  BA  OB  C   O  
School: School Year: Date of Birth: Affiliation No: 

 

Signature: 

Forename: 

 

Surname: Telephone: Do you have any long-term illness or health problem and/or disability which limits 

your daily activities: YES    /   NO 

Address: Post Code: Gender:   M  /  F Ethnicity: W  WI  WO  MBC  MBA  MA  MO 

I   P   AO  BC  BA  OB  C   O  
School: School Year: Date of Birth: Affiliation No: 

 

Signature: 

Forename: 

 

Surname: Telephone: Do you have any long-term illness or health problem and/or disability which limits 

your daily activities: YES    /   NO 

Address: Post Code: Gender:   M  /  F Ethnicity: W  WI  WO  MBC  MBA  MA  MO 

I   P   AO  BC  BA  OB  C   O  
School: School Year: Date of Birth: Affiliation No: 

 

Signature: 

 

 



Forename: 

 

Surname: Telephone: Do you have any long-term illness or health problem and/or disability which limits 

your daily activities: YES    /   NO 

Address: Post Code: Gender:   M  /  F Ethnicity: W  WI  WO  MBC  MBA  MA  MO 

I   P   AO  BC  BA  OB  C   O  
School: School Year: Date of Birth: Affiliation No: 

 

Signature: 

Forename: 

 

Surname: Telephone: Do you have any long-term illness or health problem and/or disability which limits 

your daily activities: YES    /   NO 

Address: Post Code: Gender:   M  /  F Ethnicity: W  WI  WO  MBC  MBA  MA  MO 

I   P   AO  BC  BA  OB  C   O  
School: School Year: Date of Birth: Affiliation No: 

 

Signature: 

Forename: 

 

Surname: Telephone: Do you have any long-term illness or health problem and/or disability which limits 

your daily activities: YES    /   NO 

Address: Post Code: Gender:   M  /  F Ethnicity: W  WI  WO  MBC  MBA  MA  MO 

I   P   AO  BC  BA  OB  C   O  
School: School Year: Date of Birth: Affiliation No: 

 

Signature: 

Forename: 

 

Surname: Telephone: Do you have any long-term illness or health problem and/or disability which limits 

your daily activities: YES    /   NO 

Address: Post Code: Gender:   M  /  F Ethnicity: W  WI  WO  MBC  MBA  MA  MO 

I   P   AO  BC  BA  OB  C   O  
School: School Year: Date of Birth: Affiliation No: 

 

Signature: 

Forename: 

 

Surname: Telephone: Do you have any long-term illness or health problem and/or disability which limits 

your daily activities: YES    /   NO 

Address: Post Code: Gender:   M  /  F Ethnicity: W  WI  WO  MBC  MBA  MA  MO 

I   P   AO  BC  BA  OB  C   O  
School: School Year: Date of Birth: Affiliation No: 

 

Signature: 

Forename: 

 

Surname: Telephone: Do you have any long-term illness or health problem and/or disability which limits 

your daily activities: YES    /   NO 

Address: Post Code: Gender:   M  /  F Ethnicity: W  WI  WO  MBC  MBA  MA  MO 

I   P   AO  BC  BA  OB  C   O  
School: School Year: Date of Birth: Affiliation No: 

 

Signature: 

Forename: 

 

Surname: Telephone: Do you have any long-term illness or health problem and/or disability which limits 

your daily activities: YES    /   NO 

Address: Post Code: Gender:   M  /  F Ethnicity: W  WI  WO  MBC  MBA  MA  MO 

I   P   AO  BC  BA  OB  C   O  
School: School Year: Date of Birth: Affiliation No: 

 

Signature: 

Forename: 

 

Surname: Telephone: Do you have any long-term illness or health problem and/or disability which limits 

your daily activities: YES    /   NO 

Address: Post Code: Gender:   M  /  F Ethnicity: W  WI  WO  MBC  MBA  MA  MO 

I   P   AO  BC  BA  OB  C   O  
School: School Year: Date of Birth: Affiliation No: 

 

Signature: 

Forename: 

 

Surname: Telephone: Do you have any long-term illness or health problem and/or disability which limits 

your daily activities: YES    /   NO 

Address: Post Code: Gender:   M  /  F Ethnicity: W  WI  WO  MBC  MBA  MA  MO 

I   P   AO  BC  BA  OB  C   O  
School: School Year: Date of Birth: Affiliation No: 

 

Signature: 

 


