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WARNER 2017 Official Absentee Form WARNER
Q@ Q@

1. Circle one program: [ ]Football []Cheer [ ]Dance

2. Affecting: (circle all that apply) League Event Regional Event  National Event  Other:

3. Last Name of child: First Name

4. League Name/Association Name

5. City, State

6. Team Name:

7. Date of non-attendance:

8. Circle one division: |:|TM |:| MM |:| PW |:| PW DJV |:|V |:| JB |:|B |:| UL |:| CHGR

Cheer & Dance Only: D_imall Cheer (12 and Under) |:| Medium Cheer (13-24) Large Cheer (25-35)
PW1 Pw2 [ Jpw3 [ w4 POM | | THEME

9. Reason for non-participation: (select one):
Medical (attach doctor’s note) DSchool related (attach teacher’s note)
Family obligation (explain below) [ ]Other (explain below)

Explanation:

10. By our signatures below, we attest that the information provided herein is true and accurate o the fullest
extent of our knowledge:

Parent/Guardian Signature: Dated:
Head Coach Signature: Dated:
Association Official Signature: Dated:
League Official Signature: Dated:

IMPORTANT MESSAGE FOR THE COACH: This original form and any attachments, if applicable, must be
completed in full and placed in your book for each game the participant is not in attendance. If the event in
guestion is a Regional/National Event, the original must be sent to your RD/RCDC, and approved prior to the
event. Thank you.

2/20/2017 PWLS, INC.
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