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STARTING: Saturday March 5%, 2011

COACH AGES FEES LOCATION
INSTRUCTOR
Saturdays Fateh Kabalawi | All ages over 5 student: $30/ month Islamic Center

2-3 pm Experienced coach | (both genders) | 2" student: $25/month of Hawthorne
On going for over 15 years 3" student: $20/month

PLEASE NOTE:

e Tuition is due at the beginning of each period even if the enrollee is absent from class. Please inform the
instructor if you plan to quit the class.

e Participants are required to purchase a martial arts uniform by the 3" session. The instructor will provide
them at a cost.

REGISTRATION - Consent and Liability Waiver

I, the undersigned, being the participant of parent of the participant(s) named below, do hereby give my consent and approval
for participation in the following recreation activities: ICH MARTIAL ARTS CLASS. | hereby assume all of the risks and
hazards incidental to the conduct of said activity insofar as it relates to my child. | hereby release employees and the activity
leaders, including instructors, assistants and volunteers and any or all of them from any damage and/or liability arising out of
or in connection with the participation of myself or my child in said activity. | assume responsibility therefore, and hereby
waive any and all claims for damages for my child.

Participant’s Name Date of Birth : EMERGENCY CONTACT INFORMATION

=In case of emergencies, ICH will attempt to contact parents .

remergency numbers bellow. | authorize the ICH to make any .
1necessary medical decisions in case of any emergency, when the .

=eémergency contact is unavailable.
.

=Print Name of Parent or Guardian

= Signature of Parent or Guardian

PARENT(S) NAME (FOR MINORS) »Emergency Daytime Phone #:

=1s there any Medical Conditions or Allergies:

ADDRESS: Elnsurance Carrier:

EGroup Number:

PHONE # :
Total Amount $: AN EEEEEE NN EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE "

Signature: , Date / /
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