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2011 Jr. Competitive Summer Camp Registration Form

Name:  __________________________________
Date of Birth:__________________

Address: _______________________________________________________________
Postal Code: ___________________    Home Phone: ___________________________
Email Address:_______________________________________     
Parent/Contact Name: __________________________   Work Phone: ___________ __






               

(During Camp Hours)

Parent/Contact Name: __________________________   Work Phone: _____________








   
(During Camp Hours)

CAMP INFORMATION:

Location:    Brentwood Community Hall (7082 Wallace Drive)
□
Date: August 2-5 (Tuesday to Friday)
Times: 
11 AM - 4 PM Everyday
Cost: $140  

Coaches: Badminton Victoria instructors!
*Registration fees can be paid the first day of camp or via mail. 

**Camp fees are eligible for tax credits. Receipts will be issued.
Cheques may be made payable to Badminton Victoria. Cash is also accepted.

Please email, mail or drop off this page to:

Badminton Victoria




100 - 4636 Elk Lake Drive





Victoria, BC                              V8Z 5M1




badminton@pacificsport.com
Please fill out the attached medical form if you have not submitted a form for the 2010-2011 season, or if any of your information has changed. This information is needed for safe administration of the camp.
*** Please note – Your personal information is collected for membership and contact purposes only.  It will not be distributed or sold.

Badminton Victoria Medical Form
Participant Information:

Last Name: _____________________________________   First Name: ___________________________   

Address:______________________________________________________________________________  

Postal Code:_________________   
Date of Birth:  Year_________ Month_________ Day________

Home Phone #: _________________________ 

Parent/Guardian Information:

Parent Name: _______________________________________   Parents Work #: ____________________
Parent Name: _______________________________________   Parents Work #: ____________________
Emergency Contact Information:

Name:_____________________________________________    Phone:___________________________  

Relationship:______________________________

Medical Information:

Family Doctor:_____________________________________  Phone:__________________
BC Care Card #:____________________________________

Allergies:_____________________________________________________________________________
Does Your Child Carry An Epi-Pen?_________

Other Medical Concerns:____________________________________________________________________________________________________________________________________________________________________
Medical Transport Permission

As parent/Guardian of ___________________________________, I authorize Coaches / Chaperones to:

1. Contact parents / guardian if my child becomes ill, OR

2. If parents / guardians cannot be reached to make arrangements to send my child to the home of the emergency contact person

3. Where parents / guardians cannot be reached, in the case of emergency, to contact our family doctor, transport to hospital or medical clinic, for appropriate care as deemed necessary by Coaches / Chaperones.

Name:___________________________  Signature:__________________________ Date:___________
