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WBF OFFICIALS REGISTRATION 24/25
Annual Registration Fee 2024:   50,00 € / 70,00 US$

       O Paid
Name…………...………………………………………………………………………...........
Nationality……………………………….. Date of Birth………………………….............
WBF Affiliation (please cross):              O Referee / O Judge / O Referee & Judge
Licensing Federation................…………………………………………………………….
Full Address………………………………………………………………………….............
…………………………………………………………………………….……………............
Phone…………………………………………………….……………………………............
Mobile………………………………………………………………………………….............
Email…………………………………………………………………………………..............
· If you are 70 years of age or older and applying for referee, the attached medical form needs to accompany this application.
· This registration does not constitute any obligations to the applicant. The WBF does not guarantee the applicant any appointments.
· The applicant further agrees to be bound by the WBF Constitution, By-Laws and rulings of the WBF Executive Committee.
· When participating in a bout the applicant hereby release, discharge and indemnify and keep indemnified the WBF, its officers, agents and employees, from all claims, actions, demands, judgments and executions which the applicant, its heirs, executors, administrators, or assigns may have, or claim to have, against the WBF, its officers, agents, and employees from all personal injuries, known or unknown, and injuries to property, real or personal, caused by either directly or indirectly, or arising out of the above sporting activities.
· The applicant acknowledges that he is not to be an agent, servant or employee of the WBF.
· Please inform the WBF immediately of any changes of the above contact informations! Failure to do so serverly jeopardizes eventual appointments.
· Place of jurisdiction is Luxembourg.
Signature………………………………………………………………………………...........
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REFEREES MEDICAL

Note to Applicant: This examination must be carried out by a licenced medical doctor of your national boxing federation.
Note to examining Doctor: This form, when completed, should be forwarded to the WBF Medical Advisor.
The fee for the examination is payable by the Referee.


QUESTIONS TO BE ASKED BY AN EXAMINING DOCTOR:
Full Private Name: ____________________________________________________
Address: ____________________________________________________________
Date of Birth: ___________________________ Age: _________________________
Height: _____________ Weight: _____________ Body Mass Index: _____________
1. Are you in good health as far as you know? ___________________________
______________________________________________________________
2. What serious, long-term illnesses have you suffered from? _______________
______________________________________________________________   

3. Are you taking any medication at present other than short-term e.g. antibiotics? ______________________________________________________________
______________________________________________________________
EXAMINATION
Cardio Vascular System
Pulse __________  Heart Sounds _________  Any Murmurs (if so describe) _________
Ankle Swelling __________  Blood Pressure __________
Respiratory System
Chest movements ____________  Trachea ____________  Air entry ____________
Breath sounds ____________
Ears
Drums ______________  Hearing ______________  Any infection ______________

Eyes
Visual Acuity (corrected)  _______________________________________________
I hereby give my consent to the World Boxing Federation to contact my doctor to obtain medical information pertaining to my application to referee.
Signature of Referee __________________________________________________
Signature of Doctor ___________________________________________________
This referee has been medically examined by me and in my opinion is fit to carry out the active duties of a professional boxing referee, which entails officiating inside the ring in contests of up to a maximum of twelve three-minute rounds of boxing.
Date of Examination ___________________________________________________
Signature and stamp of examining Doctor __________________________________

___________________________________________________________________
___________________________________________________________________
Send it back to: accounting@worldboxingfederation.org


