REGISTRATION FORM

Name: Grade Next Fall:

Address: School:
City: State: Zip: D.OB.:
Home Phone: () Emergency Phone: ()

Email: Parents Email:

Adult T-shitt size: X5 5 M L XL XXL (citcle one) Height:

WHICH CAMPS ARE YOU ATTENDING |Position: 5 M OH RS Libero (citcle one)

V arsity Position Camp for Setters June4-5  9:00am - 12:00pm (COST I3 $150)**

V arsity Position Camp for Hitters June 4-5 1:00pm - 4:00pm  (COST I3 $150)**

V arsity Defensive Camp June45  6:00pm- 9:00pm  (COST IS $150)**
All Skills Camp Grades 4.7 Juneé-8  9:00am- 12:00pm (COST I3 $150)**
All Skills Camp Grades 8-12 June 6-28 1:00pm- 4:00pm  (COST IS $150)**

** Remember there is a multi-camp discount for attending more than one camp!!

MEDICAL RELEASE AND WAIVER

I{wee ) the wmdersigned parert(s v¥ruardixys ) of said participad, falbyimderstand fhat there are rsks dorobred uomy (our) child s particpation ithe
said camp. I{wee ) represent that (o) our child wokmdanly desires to participate oactirky; and fhat Iiwee ) am (are ) duly arare of the risks and haz-
ards that may arise through participation nactivky. b consideration for my (our) child's participation i said camp, the wndersizred hereboyr vohxdar-
ily asames allrisks of acciderd or damage to person or property and rks of Liability. The undersigned does fimther agres to mdemnify amd hold
hammless Belle Wolleyball Camps, Angelo State Uhirersity and its regerds, administrators, employees or agends from arey and all claims or demands for
loss, cost, mjury | or damage whatsoerer arising from negligence, especially ffom mjury resukivg from my (our) child's mproperuse of equipment
teckedque, or faibure to followr safety nales and metnactions . The imdersigned, by signing this release hereby certifies that the imdersigned has read and
fallyrimdersands e conditions hered provided andthat heShe signs thas agresmerd wohmdarihy and withont reiance upox aey promiss or representa-
tionwbich ¥ not cardaked inthds agresmert .

We (I) give athorization to the athletic traking staff or desigrated exdiny to evaliate our () child and treat sy rquries that ocoar dmivg said actir-

ity. This mchdes fmmediate first and treatmenrt refermal to hospial or physicix conaaltaion, mdsor emergency services. We (I)hereby gravd the
athletic taming staff or designated exdiny to seqame medical services that are the best kderest of our (my) child.

Date:

Camper’s Name:

Printed Parents Name:

Parent’s Signature:

Mail Check and Registration Form to: Fhone: 325-242 207 | ext 25%
Belle Volleyball - Angelo State University Fax: 3253422277
At Chuck Waddington Email: cwaddington(@angelo.edu

45U Station # 10327
San Angelo, TX TE3203.05%3



