GYMNASTICS UNLIMITED, INC.

Enrollment Form, Release, and Acknowledgment

_'—__'-—__‘—"—‘_'—_—-__——————_——_-"—l
Contact Date: Class # Promotion:
Trial Date: Instructor: Registration Fee:

Trial Day: Start Date: Tuition Fee:

Previously Enrolled: Total Fees: l

Trial Time:

— — — |

(Maother) First Name: Last Name: 1
(Father) First Name: Last Name:
Address: City: Zip: I
Home # Mother's Cell # Father’s Cell # |
Mother’s Occupation: Father’s Occupation: Il
Email:

e ——
Please note: Your email address will be used solely for the purpose of sending you a monthly statement along with pertinent informatios
regarding the gym. It will not be sold to any outside party.

Male |:| Female [:] (check one)

Child’s First Name: L.ast Name: Date of Birth:

Doctor’s Name: Phone #: Allergies:

Where did you hear about our program?

TUITION: Tuition is due monthly on or before the first of the month, prior to the classes. A $2.00/ Month discount (Early Bird) is available to all who
pay by the 1*. The §2.00/Month discount will be added back to all accounts that are not paid by the 1", Your canceled check is your receipt. (Each
additional class taken, per family, is discounted 10%.) Payments may be made by CHECK, CASH, VISA, MASTERCARD, DISCOVER or
AMERICAN EXPRESS, Dircet debit/auto-pay is available as well. (See the office.) A $25.00 returned check fee will be applied to all returned checks.

MAKE-UP POLICY: Make-ups are allowed only if your account is current, In the event a student cannot attend a class, PLEASE NOTIFY THE GYM
PRIOR TO CLASS TIME. If the missed class is phoned in prior to the absence, we will allow one make-up lesson per month, MAKE-UP CLASSES
ARE NOT GUARANTEED. (We do not schedule make-up classes for missed SKILLS CHECK-OFF WEEK.)

DROP POLICY: When dropping from our program, we require A 30 DAY WRITTEN DROP NOTICE. If we do not receive a 30 day written drop
notice from you, we will charge your account tuition for that month,

X Date:

PERMISSION FOR MEDICAL TREATMENT

I confirm that the above named person is in good health. I suthorize simple first aid and consent to medical examination and treatment by a physician if deemed

X Date:
INSURANCE CARRIER: POLICY/GROUP #:

MUST READ AND SIGN THE BACK OF THIS FORM!







