Parent/Guardian Name:

—————————————————————

Address: 

_________________________________________

_________________________________________

Phone #: _________________________________

E-mail: __________________________________

Participant’s Name:

Last Name: ________________________________

First Name: ________________________________

Date of Birth: _____________________________

Please check off session date:

ٱ   July  4-8  9AM-12noon

ٱ   July 4-8 1PM - 4PM FILLED
ٱ   July 11-15  9AM-12noon 

ٱ    July 11-15 1PM - 4PM FILLED
ٱ   July 18-22  9AM-12noon FILLED
ٱ    July 18-22 1PM - 4PM (U13-U15 G)
Please check off First Touch T-shirt sizes:

ٱ Youth  M
ٱ Youth L  ٱYouth XL
ٱ Adult S
ٱ Adult M

Please send cheque payable to First Touch Soccer  along with  this form to: 646 Iroquois Avenue, Ancaster Ontario L9G 3B4. 
I give my son/daughter permission to participate in the First Touch Soccer Clinic and acknowledge that it is my responsibility to bring to the attention of the clinic coordinator any circumstance or health condition that may affect my child’s participation in the soccer activities.

PARENT SIGNATURE:

_________________________________________













