2010 SUMMER SAILING CAMP
 APPLICATION
Fully Complete Both Sides
CAMP SESSIONS

Select camp and circle experience level.

Beginner:  First camp – limited sailing experience.

Intermediate:  Demonstrates all points of sail.
Advance:  Race experience.

Session I,  June 7 - June 18
 _____  Beginner / Intermediate / Advance
Session II, June 21 – July 2
_____  Beginner / Intermediate / Advance
Session III, July 6 – July 17 

_____  Beginner / Intermediate / Advance
Session IV, July 19 – July 30 
_____  Beginner / Intermediate / Advance
FEE TOTALS

Members = $275
Non-Members = $375

$__________ Session I         $__________ Session II
$__________ Session III       $__________ Session IV  
Charge F.W.B.C. acct. # _____      Check encl. _____

Parent of the Day (POD)

Parents are encouraged to sign up as POD.  You will spend the day with the kids supporting the instructors.  Signup for this will be at a later date.

OFFICE USE:

Date rec’d__________     Liab & Med__________

Pmt:  Check________         Acct #  ___________

MAIL COMPLETED APPLICATION TO:

FORT WORTH BOAT CLUB

SUMMER SAILING CAMP

10,000 BOAT CLUB ROAD

FORT WORTH, TX  76179

SAILOR INFORMATION

Last Name____________________Birth Date___/___/___

First Name______________________________________

Mailing Address__________________________________

City/State/Zip____________________________________

Mother’s Name___________________________________

Work #___________________Home #________________

Father’s Name___________________________________

Work #___________________Home #________________

AUTHORIZATION TO CONSENT TO 

TREATMENT OF A MINOR
The undersigned parent or guardian of ________________

a minor, does hereby consent to any emergency X-ray, anesthetic medical or surgical diagnosis or treatment and hospital care which is deemed advisable by and is to be rendered under the special supervision of any physician or surgeon licensed under the provision of the Medical Practice Act. It is understood that this authorization is given in advance of any specific diagnosis, treatment, or hospital care being required but is given to provide authority and power on the part of our aforesaid agent(s) to give specific consent to any and all such diagnosis, treatment or hospital care which the aforementioned physician in the exercise of his best judgment may deem advisable;  and neither said agent or any organization involved assumes any financial responsibility for exercising this action.

Persons to Contact in an Emergency:

1.__________________________ Phone:_____________

2.__________________________ Phone:_____________

Family Doctor_________________Phone:_____________

Known Allergies:_________________________________

Medical Concerns:________________________________

This authorization shall be effective until revoked in writing.

Signature of Parent or 

Legal Guardian__________________________________
