


TripleThreat Basketball 

 

 

 

Training Waiver   

Date:  ____________________   

Athlete’s Name: __________________________ Parents’ Name: _________________________________  

Address: ______________________________________________________________________________ 

City & Zip Code________________________________________________________________________ 

Phone: ___________________________ Email Address:________________________________________ 

Emergency Contact: ____________________________ Phone number: ____________________________ 

TEAM/Association: ___________________ Age/Grade: ______________  D.O.B.__________________ 

 

 

Health History 

 

Do you personally have a history of the following?  If yes, please describe your condition in the space 

provided. 

 

Heart Problems: Yes / No ________________________________________________________________ 

 

High Blood Pressure: Yes / No ___________________________________________________________ 

 

Respiratory Problems: Yes / No __________________________________________________________ 

 

Diabetes: Yes / No _____________________________________________________________________ 

 

Surgery in the last three month: Yes / No __________________________________________________ 

 

Any current or past injury that affects your activity level or cause discomfort: Yes / No  

______________________________________________________________________________________ 

Date of injury: ______________________ 

 

Are you on any medication: Yes / No ______________________________________________________ 
 

By signing this document, I declare that I have no known medical problems that would preclude my participation in this program.  I 

acknowledge that participation in this program has inherent risks.  My participation in this program is voluntary and I assume all risk 

of injury or contraction of any illness or medical condition that may result, or the aggravation of any pre-existing medical condition I 

may have, or any damage, loss or theft of any personal property resulting or arising out of my participation in this program.  I 

understand and acknowledge that TripleThreat Training, Inc. and The Edge have no expertise in diagnosing, examining or treating any 

medical condition, whether existing or incurred as a result of my participation in a Program.   

 

Customer Signature: ______________________________________________ Date: _____________ 

 

 

Please Note:  There is a 24 hour cancellation policy enforced by TripleThreat.  If you cannot make your 

scheduled workout, please notify us by calling # (952) 697-6204 or emailing us at 

jbryant@triplethreattraining.com.  Failure to notify us will result in charges for the missed session(s). 

It is the responsibility of each participant to complete all of the sessions from their purchased package 

within 1 year of purchase date as TripleThreat does not give refunds for unused sessions.   

 

mailto:jbryant@triplethreattraining.com

