	Messiah College Fall Swim School Registration

	
                                                                        

	Participant's Name                                              Age
	

	     

	Address
	 

	     

	City/State/Zip
	 

	     

	Parent's Name
	 

	     

	Home Phone
	 

	     

	E-mail Address
	 

	     

	Highest Certification Held
	 

	     

	Medical Concerns
	 

	     

	First Choice (Session, Time, Class Level)
	 

	     

	Second Choice (Session, Time, Class Level)
	 

	     

	Third Choice (Session, Time, Class Level)
	 


	Check one of the following:
 FORMCHECKBOX 
Community
 FORMCHECKBOX 
Alumni/Faculty/Staff
ID #       



Children of Messiah Employees & Alumni:

 FORMCHECKBOX 
$35 per person per session
 FORMCHECKBOX 
$30 each if 3 or more from the same family 

Community:

 FORMCHECKBOX 
$40 per person per session
 FORMCHECKBOX 
$35 each if 3 or more from the same family 

$      Total amount enclosed

Make checks payable to Messiah College.
Messiah College Swim School
One College Avenue
Box 4501
Grantham, PA 17027
MESSIAH COLLEGE YOUTH SWIM SCHOOL
LIABILITY RELEASE AND MEDICAL TREATMENT PERMISSION
 
Name of Swim School Participant      
Swim School Session Dates      
 
The child named above has my permission to participate in the Messiah College Swim School for the session indicated.  I understand that swim school participation may involve significant physical activity which could result in injury.  I certify that the child is in good physical condition and is fully able to participate.  I assume all risk related to the child's participation and release Messiah College, its employees, agents, officers, and volunteers from all liability, claims, expenses and actions which may arise from injury or harm to the child as a result of Swim School participation.

In the event of a medical emergency, I authorize Messiah College to designate a physician or hospital or emergency personnel to provide medical care (including hospitalization, if necessary) to the child, and release Messiah College from any liability for injury or harm to the child which may result from this medical care.  I understand that responsibility for payment for such medical care will be mine and certify that the child is covered by adequate medical insurance.

 

Signature of Parent/Guardian            _____________________________________________
Date:         

FOR OFFICE USE ONLY: Date received       
