
New Bloomfield Boys Basketball Camp

May 26th, 27th, 28th, 29th  
Times:  Grades K - 4 (11:30am – 12:30pm) High School
Grades 5 - 8 (12:30pm – 2:00pm) High School
Grades 9 - 12 (2:00pm – 4:00pm) High School
Cost:  $35.00 ($25.00 for each additional siblings)

Please make checks payable to Tim Gilmore
Tim Gilmore
10899 Broadacre Dr.
Holts Summit MO, 65043
(Campers must be registered by May 15th)
Detach and send the form below, along with payment, to the address above, your school secretary, or high school.

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

**** C
AMPERS INFORMATION ****

Name:  ________________________________ Grade for next year 2015-2016 ____________

Age _________ Address:  ________________________________________________________

City: ______________________ Zip: _____________   Height: ________     Weight: _______

Parents Home Phone: ___________________ Parents Work Phone: ____________________

T-shirt Size:  (Please Circle One)   Adult     XXL    XL     L    M     S       Youth       L    M     S
Identification and Medical Treatment Authorization:

The undersigned parents and guardians of (Campers Name) ___________________________________________,
The applicant, for and in further consideration of the basketball camp acceptation said applicant, does hereby release and discharge New Bloomfield. Schools and its representatives, employees, and agents from any and all debts, claims, demands, actions, damages, caused of action, judgments, or suits of any kind which may arise or be occasioned as a result of any course instruction or the applicant’s participation in the basketball camp.  In addition, I/we being the parents and or legal guardians of the applicant authorize New Bloomfield and its agent’s permission to request emergency medical treatment or care as necessary to insure the well being of our dependent.  Further, I claim the registrant has had a physical examination in the past year and was found fit for all physical endeavors.

________________________________



_______________________

             Signature of parent or guardian


                                             Date
Family Health Insurance Company: ________________________________________________

