STAR Volleyball Camp 
2018 Registration Form

George Washington High School

June 11th – June 14th
Athlete’s Name:  _______________________
Birthday:          ___/ ____/ ______

Address:               ______________________
Home Phone:  _____/_______/_________

                                    ___________, _______
Family Cell #:  _____/_______/_________


Athlete’s Email:  ____________________________
Parent’s Email:  _____________________


Grade athlete will be in next fall:  ______
Parents’ Names:  ____________________

School athlete will be attending fall 2018:  ______________


Has she played on a school vball team?  _____ If so, what grade(s) was she in?  _______

Has she played on a travel vball team? ____   If so, what grade(s) was she in?   ________________

What club(s)? _________________________________________________________________

T-Shirt Size (Circle One) XS  S  M  L   XL   2XL

MEDICAL EMERGENCY RELEASE FORM
I give my consent and approval for my child ____________________________ to participate in the STAR Volleyball Camp. I certify that she/he is physically fit to take part in the activities of the camp. I have adequate medical insurance for medical expenses that may result from any injury sustained while she/he is participating in the camp activities. I agree not to hold George Washington High School or any individual from the school or the camp staff members responsible for such expenses.

I authorize emergency medical treatment for my child in the event she/he needs such treatment and I am unavailable to give consent.

Signed: _____________________________________ Date: __________________


Emergency Contact:

1.    Contact:   _________________________ Number:     ____________________

2.    Contact:   _________________________ Number:     ____________________
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