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Capital City Ballet Center 
2008/2009 Registration Form
Parent’s or Guardian’s Name

____________________________________________________________________________________________________________________

Address_____________________________________________________City, Zip__________________________________________________

E-mail______________________________Phone/Home________________________Parent's Occupation______________________________
Phone/Work _______________________________Cell Phone________________________Emergency_________________________________

Student (Full Name)

_______________________________________________________________Birthdate_________________Years of training________________

Student (Full Name)

_______________________________________________________________Birthdate_________________Years of training _______________
Student to be enrolled in the following classes:
	Student’s Name
	
	

	Class Name
	
	

	Day(s)
	
	

	Hours per week
	
	      

	Tuition
	
	

	Registration
	$25.00
	$25.00

	TOTAL PER STUDENT

Due with registration


	              
	


Consent Release:
MEDICAL CONSENT: In the event of injury, I hereby authorize the program officials of the Capital City Ballet Center to arrange for such medical services as may be deemed reasonable and necessary to the welfare of the injured, and I do hereby release the Capital City Ballet Center and all others from all liability in taking such action, including all action which may be contrary to personal religious beliefs.  I, the undersigned, have read this Release and Consent to medical treatment and understand all its terms.  I execute it voluntarily and with full knowledge of its significance. LIABILITY RELEASE: I do hereby agree to release the Capital City Ballet Center and all other cooperating agencies, employees, officials, or managers thereof, from all liability for damages by reason of injuries or property damages that may be sustained as a result of participation in this program.

Signature of Parent or Guardian___________________________________________________________

Please mail registration form and payment to: 8639 W. Galactic Ct. Boise ID 83709.
