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Experienced Rider Course Registration

Course Date:  _____________  FORMCHECKBOX 
 License Waiver (ERCLW)  FORMCHECKBOX 
 Skills Practice (ERCSP)
Name: __________________________________    Primary Phone: _________________

Address: ________________________________    Alternate Phone: ________________

________________________________________   Email: ________________________

Drivers License #: ______________________________ State: _______ Class: ________

Date of Birth:______________________________  Riding Experience __________years

Motorcycle Brand: ___________________  Model:______________ Year: ___________ 

How long have you owned your motorcycle? ___________________________________

Engine Size: ___________  License Plate: _____________________  State: __________

Insurance Company: __________________________Policy #: _____________________

Do you have any physical challenges, learning limitations, medications, or medical concerns that you feel we should be made aware of?      FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Explain limitations:________________________________________________________

________________________________________________________________________

________________________________________________________________________

Where did you learn about this course? 

 FORMCHECKBOX 
DDS website  FORMCHECKBOX 
MSF Website  FORMCHECKBOX 
Friend  FORMCHECKBOX 
JDE Website  FORMCHECKBOX 
Advertisement 
 FORMCHECKBOX 
Other_________________________________________

 FORMCHECKBOX 
I certify that the foregoing information on this registration is true and accurate 

 FORMCHECKBOX 
For ERCLW, I certify that I possess a class MP license

 FORMCHECKBOX 
For ERCSP, I certify that I possess a class M license

Signature: ___________________________________  Date: ______________________
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