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Fee: $50 per player (non-refundable)
Enrollment Form 

Child One:

Name______________________________
Male/Female__________ DOB___________

School Currently Attending ______________________Current Grade Level _________

Physical/Medical/Developmental concerns:___________________________________________________________

Child Two (if necessary):

Name______________________________
Male/Female__________ DOB___________

School Currently Attending ______________________Current Grade Level _________

Physical/Medical/Developmental concerns:___________________________________________________________

Family Information

Parent/Guardian Names ____________________________________________________________

Street Address _____________________________City/State/Zip ___________________________

Mother’s Phone (H)_____________________ (W)___________________ other ________________

Father’s Phone (H) _____________________ (W)____________________other ________________

Parent’s Email___________________________________________________________________

Emergency Contact: Name___________________ Phone#_________________Relation__________

I hereby give permission for my child(ren) to: Participate in the CHRIS CAMPBELL CLINIC; be treated by the Athletic Trainer, local doctor or area hospital in the case of emergency. 
 Signature of parent or guardian: _________________________________________   Date________________

Requests

My (Child 1) would like to be in a group with: ______________________________________________
My (Child 2) would like to be in a group with: ______________________________________________
Payment information:


DONATIONS WELCOME!
_____ I have enclosed a check for $___________ (Make checks payable to FCS Fund for Soccer and Education)
_____ I am paying by credit card. My information is:
· Visa #_____________________________  or
    MasterCard  #_________________________________

Cardholder’s Signature ___________________________________ Expiration Date __________________________________________

TO DONATE 

I would like to donate _____ dollars to the Chris Campbell ’04 Fund for Soccer and Education

(Make checks payable to FCS Fund for Soccer and Education)

TO SPONSOR AN AFRICAN CHILD WHO NEEDS FINANCIAL ASSISTANCE:

Grassroots Soccer, an HIV/AIDS education organization heavily involved in the Africa Project, estimates that it takes $25 for the project to sponsor one South African child’s involvement in the program.  

I would like to sponsor _____ African children for a total of _____ dollars.

Mail payment and this form to: Chris Campbell Clinic, Friends’ Central School, 1101 City Ave., Wynnewood, PA 19096 

Contacts: Michelle Crowley
soccerclinic@friendscentral.org

484-744-6153

