Fair Haven Recreation
Winter Indoor Soccer Clinic
The Fair Haven Recreation Department we will be holding an indoor soccer clinic at the Fair Haven Union High School.  The clinics will be held Sunday mornings from 9:00am - 11:00am from January 12 through March 2.  All 3rd - 6th graders in the FHUHS district that are interested in playing are welcome to attend.  There is a onetime cost of $10.
If you have any questions or for more information call Trevor Ezzo at 265-2084, Dave Carrabino at  278-8251 or Melinda Eaton at 265-8229.  
We are asking that this sign-up sheet be brought to the first clinic attended.  Participants should carry their sneakers into the high school (Do not wear outdoor shoes into the gym).  A new soccer ball will be given to all participants at their first clinic.
Thank you in advance for making this program a success.

Childs Name: _______________________________________

Parent/Guardian Name: ______________________________

Phone number: _____________________________________

Available to assist with coaching:  yes _______  no ________

EMERGENCY/ HEALTH INFORMATION

CHILD’S NAME ______________________________________________________
PARENT NAME ______________________________________________________

ADDRESS ___________________________________________________________
AGE _______ GRADE ______________BIRTHDATE _________________________
PHONE # _____________________ ALTERNATE # __________________________
DOCTOR ________________________________PHONE # ___________________
DENTIST ________________________________PHONE # ___________________
CONTACT IF PARENT IS NOT AVAILABLE:

NAME ________________________________________________________________________
ADDRESS ______________________________________________________________________
PHONE # ______________________________________________________________________
SIGNIFICANT HEALTH PROBLEMS/DISABILITIES:

__HEART DEFECT/DISEASE
__DIABETES

__SEIZURES

__ASTHMA

__BLEEDING/CLOTTING DISORDERS

__OTHER (SPECIFY)__________________________
ALLERGIES (CHECK THOSE THAT APPLY AND SPECIFY NATURE OF ALLERGIC REACTION)

__ANIMALS ______________
______

__INSECT STINGS____________________________
__PLANTS_____________________

__POLLEN  
______________________________
__FOOD ______________________

__MEDICINES/DRUGS _______________________
__HAY FEVER __________________

__ OTHER (SPECIFY) _________________________
DOES YOUR CHILD REQUIRE ACCOMODATIONS: EXAMPLE: BRIGHT COLORED BALLS FOR VISION IMPAIRMENT. (PLEASE BE SPECIFIC) ____________________________________________________________________________________________________________________________________________________________

The information listed above is complete and accurate.  I know of no reason, why my child should not participate in the program, except as noted.  In the event I cannot be reached in an emergency, I hereby give permission to the physician indicated above to secure and administer treatment, including hospitalization for my child.
Signature of Parent/Guardian: __________________________________ Date: _____________
