Janosz School of Goaltending

JSG Sunday Review Clinic Individual Dates Mail-in Registration
Fields With (*) Must Be Filled In

**PLEASE PLACE CHECK MARK NEXT TO INDIVIDUAL CLINIC DATE SELECTIONS**

Buffalo, NY — JSG Sunday Review Clinic
7 Pak Super Saver Selection - All 7 Clinic Dates 07/11/2010 thru 08/22/2010

Footwork Clinic 7 Pak. Save $15.00 - $195.00 []
Saves Clinic 7 Pak. Save $35.00 - $245.00 [ ]
Select Clinic 7 Pak. Save $35.00 - $315.00 [ ]

Individual Clinic Date Selection - Select Individual Clinic Dates 07/11/2010 thru 08/22/2010

Footwork Clinic Individual Date Prices - $30.00
Saves Clinic Individual Date Prices - $40.00
Select Clinic Individual Date Prices - $50.00
Footwork Clinic Dates 07.11.10[ ]07.18.10 [] 07.25.10[ ] 08.01.10 []

08.08.10[_] 08.15.10[_] 08.22.10]

Saves Clinic Dates 07.11.10[_] 07.18.10_] 07.25.10[ ] 08.01.10[]
08.08.10[_] 08.15.10[_] 08.22.10[]

Select Clinic Dates 07.11.10[_] 07.18.10[_] 07.25.10[ ] 08.01.10[_]
08.08.10[_] 08.15.10[_] 08.22.10[]

*Students First Name
*Students Last Name
*Students Birthday

*Students Gender Male Female

*Parent/Guardian First Name

*Parent/Guardian Last Name

*Home Phone Number ( )
*Cell Phone Number ( )
*Email

*Address

*City

*Province / State
*ZIP / Postal Code

*Country

**Make Check or Money Order To:
**(Please Do Not Send Cash)**
Bob Janosz School of Goaltending
4184 Clinton Street,
West Seneca, NY 14224



JANOSZ SCHOOL of GOALTENDING MEDICAL FORM PERSONAL INFORMATION
**ALL FIELDS MUST BE COMPLETED TO ENSURE ENROLLMENT**

Student Name: Sex: Male_ Female
Last First Middle
Home Address:
No. Street City State Zip
Home Phone:( ) Parent / Guardian Cell Phone:( )
Student Date of Birth /[ Student Age:

In case of emergency contact:

Address: Cell Phone/:Home Phone

Family Physician: Phone:

MEDICAL INSURANCE AUTHORIZATION AND LIABILITY RELEASE

I, the undersigned acknowledge that | am the parent or guardian of , and grant
permission for my child to attend the Janosz School of Goaltending and to actively participate in all activities. In the
event of an injury or illness | grant permission to agree to allow medical treatment if | cannot be contacted. |
understand that all medical bills will be my responsibility and not any of the staff affiliated with the Janosz School of
Goaltending. | also release Bob Janosz, the school staff, the host rink’s staff, and anybody affiliated with the Janosz
School of Goaltending from all liability, claims, obligations, or responsibility for any losses, accidents, or injuries of
any kind. I also understand that full legal equipment must be worn properly at all times.

parent/ guardian signature date



