 REGISTRATION:  2011-2012 COMPETITION SWIM CLINIC® W/Spring Sprint Training
>>>>
[CHECK ONE] Your choice  <<<<
(    )Wakefield High School Pool (Arlington)       [Sessions] Monday evenings: 8:30-9:30 PM

(    )Wakefield High School Pool (Arlington)       [Sessions] Friday evenings: 8:00-9:00PM*
(    ) Wakefield High School Pool (Arlington)       [Sessions] Sunday evenings:   7:15-8:15 or 8:15-9:15 PM

*May include several Saturday evenings 7-8 and different pool locations during the HS swim season.

· Please register the following swimmer(s) for the Competition Swim Clinic w/SST

[ Beginning Mid-October thru the second week  in June – Approximately 30 weeks..

1. ………………………………….  Age…… B’date…………. Sum. Team…………………………USS….. …………………
                                                                          yy mm dd

2. ………………………………….  Age…… B’date…………. Sum. Team…………………………USS….. …………………
                                                                          yy mm dd

3. ………………………………….  Age…… B’date…………. Sum. Team…………………………USS….. …………………
                                                                          yy mm dd

IMPORTANT:  Indicate any physical or learning disabilities -------------------------------------------------------------------------------- 

Enclosed is $_______$736 per student, payment in full for ___ swimmer(s) OR 


I choose the optional budget schedule and am enclosing $360 per student, and will pay the balance in 8 equal installments of $49 ($47 plus a $2 service charge) for each student, on or before the following dates:  
 
1. Oct  20
2.  Nov 20
3.  Dec 20
4.  Jan 20

              5.  Feb 20             6.  Mar 20            7. Apr 20              8.  May 20                      

If the optional budget schedule is selected, MAIL each installment with the provided installment coupons.  Installments postmarked after the due date shall include a $3 per month late fee per student.   There is a $25 charge for returned checks.

COMPETITION SWIM CLINIC     P.O. BOX 2203,  SPRINGFIELD, VA  22152
PLEASE NOTE:
      The Competition Swim Clinic DOES NOT OVERBOOK ITS CLINICS!  In order to maintain this policy, withdrawals and prorated refunds are limited to:  1.  Long term verified illness or 2.  Out-of-the-area job transfers.   We must be notified in writing and your account must be up to date before your request will be considered.     NEITHER voluntary withdrawal nor circumstances of disciplinary dismissal diminishes the total obligation of this contract.   Collection costs and legal fees for an unpaid account will be at my expense.  I UNDERSTAND AND AGREE TO THE FULL TERMS OF THIS CONTRACT.  


               Signed:  _____________________________________________     Date: _________/___________/______

RELEASE FORM: 


I UNDERSTAND THAT PARTICIPATION IN THE COMPETITION SWIM CLINIC® PROGRAM IS VOLUNTARY.  THE PARENT(S) WILL ASSUME COMPLETE RESPONSIBILITY FOR  PARTICIPATION IN THE PROGRAM.   THE COMPETITION SWIM CLINIC® WILL NOT BE RESPONSIBLE FOR INJURY, SUFFERING, OR OTHER AFFLICTION RESULTING FROM THE CONDUCT OF THIS PROGRAM.




















Signed:  __________________________________________________________  Date:  _________/_________/_________

Address………………………………………………………………    E-Mail Address……………………………………………………...
                                                                                                                                                            (print clearly)                                                                                                                                                                                              
City…………………………………………. State:……………. ZIP……………..



                                                                                                      










                                                                                                                                                                                                                             

Home phone:………………………………..Work phone:……………………………..(mr)(mrs)(ms)

PARENTS WILL BE NOTIFIED BY MAIL IN MID-SEPTEMBER OF THE EXACT DATE AND TIME OF THEIR CHILD’S FIRST CLINIC.

                 >>>>COMPETITION SWIM CLINIC, P.O. BOX 2203, SPRINGFIELD, VA 22152    PHONE (703) 931-1229<<<<

GENERAL INFORMATION  /  PLEASE COMPLETE
Please fill in any information you have available:  THESE TIMES ARE FOR GENERAL REFERENCE AND DO NOT AFFECT FINAL PLACEMENT.

“EARLYBIRDS”  -  THESE TIMES SHOULD BE UPDATED AS THE SUMMER PROGRESSES

SUMMER TIMES OR USS TIMES:   If a swimmer does not swim a legal stroke, designate N  

DESIGNATE YARDS OR METERS (Please circle)

#1
25 YARDS/METERS FREESTYLE __________  BACK __________ BREAST __________ FLY __________


50 YARDS/METERS FREESTYLE __________  BACK  _________ BREAST __________  FLY __________

#2
25 YARDS/METERS FREESTYLE __________ BACK __________ BREAST __________  FLY __________


50 YARDS/METERS FREESTYLE __________ BACK __________ BREAST __________  FLY __________  

#3
25 YARDS/METERS FREESTYLE __________ BACK __________ BREAST __________  FLY __________
General swimming background:    (Previous two years of team, instructional programs, 

 winter swim, etc.)

Additional comments:    (If your child was in last year’s Clinic and you have thoughts on ways we can make our Clinics even better, we welcome your suggestions … each year we learn more also.)  

In your opinion, was the “Sprint Training” helpful?   [yes]   [ no ]  

Comments:  

_____________________________________________________________________________________  
Who or what brought  you to the Competition Swim Clinic® ?

PERSONAL REFERRAL   [    ]          NVSL RULEBOOK  [    ]          NEWSPAPER ARTICLE  [    ] 

TEAM COACH  [    ]         TEAM REPRESENTATIVE  [    ]        ALLSTAR ADS  [    ]         FLYERS  [    ]  

OTHER   [    ]  ................................................................................................................................................................................... 

                                                                                                        NAME OF REFERRAL: -------------------------------------------

PLEASE REPEAT E-MAIL ADDRESS

----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----

----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----  ----

COMPETITION SWIM CLINIC
      PERMISSION FOR EMERGENCY CARE
                                                                                                                                                                             

[ To be completed and submitted with registration (include school size photo) ]
First Child’s Name ____________________________  Birth Date ___________  Name of Parents____________________________________
Address ___________________________________________ City ________________________       State __________  Zip______________ 

Home Phone (_____) - _________   Work (_____) - ___________  Cell Phone #1 (_____) - __________ Cell Phone #2 (____) - ___________

Emergency Phone #1 (____) - _______   (NAME) __________________ Emergency Phone #2 (____) - ______ (NAME) __________________
(neighbor or relative who could be a point of contact) 
Insurance and Type ___________________________________ Group Policy or Insurance Number __________________________________

*I verify that my child has been examined by a licensed physician and is physically able to participate in the Clinic swimming activities.

*The Clinic has my permission to call our family physician in an emergency:

      Name of Physician ________________________________________________  Phone Number (____) ____________________________

      Alternative Physician _______________________________________________ Phone Number (____) ____________________________

The Clinic has my permission, in an emergency when I (or either physician) cannot be contacted, to take my child (or by ambulance)  to the emergency room of: _____________________________Hospital, or an appropriate hospital, at my expense, and its medical staff has my authorization to provide treatment which a physician deems necessary for the well being of my child.  

SIGNATURE OF PARENT OR LEGAL GUARDIAN ____________________________________________ DATE _____________________ 
…………………………………………………………………………………………………………………………………………………………………………
COMPETITION SWIM CLINIC
      PERMISSION FOR EMERGENCY CARE
                                                                                                                                                                             

[ To be completed and submitted with registration (include school size photo) ]
Second Child’s Name ____________________________  Birth Date ___________  Name of Parents _________________________________

Address ___________________________________________ City ________________________       State __________  Zip______________ 

Home Phone (_____) - _________   Work (_____) - ___________  Cell Phone #1 (_____) - __________ Cell Phone #2 (____) - ___________

Emergency Phone #1 (____) - _______   (NAME) __________________ Emergency Phone #2 (____) - ______ (NAME) __________________
(neighbor or relative who could be a point of contact)
Insurance and Type ___________________________________ Group Policy or Insurance Number __________________________________

*I verify that my child has been examined by a licensed physician and is physically able to participate in the Clinic swimming activities.

*The Clinic has my permission to call our family physician in an emergency:

      Name of Physician ________________________________________________  Phone Number (____) ____________________________

      Alternative Physician _______________________________________________ Phone Number (____) ____________________________

The Clinic has my permission, in an emergency when I (or either physician) cannot be contacted, to take my child (or by ambulance)  to the emergency room of: _____________________________Hospital, or an appropriate hospital, at my expense, and its medical staff has my authorization to provide treatment which a physician deems necessary for the well being of my child.  

SIGNATURE OF PARENT OR LEGAL GUARDIAN ____________________________________________ DATE _____________________ 
	COMPETITION SWIM CLINIC

P.O. Box 2203, Springfield, VA  22152

Installment – Due Oct 20

Name:

Phone:

Date:

Amount Due/Student

$ 49

After the 20th include add’l

3

TOTAL AMOUNT ENCLOSED

$


	COMPETITION SWIM CLINIC

P.O. Box 2203, Springfield, VA  22152

Installment – Due Nov 20

Name:

Phone:

Date:

Amount Due/Student

$ 49

After the 20th include add’l

3

TOTAL AMOUNT ENCLOSED

$



	COMPETITION SWIM CLINIC

P.O. Box 2203, Springfield, VA  22152

Installment – Due Dec 20

Name:

Phone:

Date:

Amount Due/Student

$ 49

After the 20th include add’l

3

TOTAL AMOUNT ENCLOSED

$


	COMPETITION SWIM CLINIC

P.O. Box 2203, Springfield, VA  22152

Installment – Due Jan 20

Name:

Phone:

Date:

Amount Due/Student

$ 49

After the 20th include add’l

3

TOTAL AMOUNT ENCLOSED

$



	COMPETITION SWIM CLINIC

P.O. Box 2203, Springfield, VA  22152

Installment – Due Feb 20

Name:

Phone:

Date:

Amount Due/Student

$ 49

After the 20th include add’l

3

TOTAL AMOUNT ENCLOSED

$


	COMPETITION SWIM CLINIC

P.O. Box 2203, Springfield, VA  22152

Installment – Due Mar 20

Name:

Phone:

Date:

Amount Due/Student

$ 49

After the 20th include add’l

3

TOTAL AMOUNT ENCLOSED

$



	COMPETITION SWIM CLINIC

P.O. Box 2203, Springfield, VA  22152

Installment – Due Apr 20

Name:

Phone:

Date:

Amount Due/Student

$ 49

After the 20th include add’l

3

TOTAL AMOUNT ENCLOSED

$


	COMPETITION SWIM CLINIC

P.O. Box 2203, Springfield, VA  22152

Installment – Due May 20

Name:

Phone:

Date:

Amount Due/Student

$ 49

After the 20th include add’l

3

TOTAL AMOUNT ENCLOSED

$




PLEASE NOTE:       Budget coupons are for your convenience.  Please return installments via postal service.

                                                              Pool drop-offs are sometimes misplaced.  Remember to put your child’s name on your check.

