[bookmark: _GoBack]RUGBY STRENGTH AND CONDITIONING PROGRAM

Name of participant ________________________________________________________
Date of Birth ___________________ Grade __________ School _____________________
Parent(s) Name(s) __________________________________________________________
Address __________________________________________________________________
City _________________________ State ___________ Zip _________________________
 Participant  - Phone (_____) _____-_______ email address _________________________
Parent - Phone (_____) _____-_______ email address _____________________________
Parent – Phone (_____) _____-_______ email address _____________________________
Payment Information
Cost of the program is $125.00.  There are two sessions a week,  each for 1 – 1/12 hours.
Days: Tuesday and Thursday from 6/13 through 8/17, times are 12:30 pm to 1:30/2:00 pm
Type of payment:	
· Cash
· Check     
Check Number ____________________
· Credit Card  
Name on Card ____________________________________________________     
Expiration Date ______________________CCV _________________________
Credit Card Number ________________________________________________ 
Payment may also be made at www.rockrugby.net.  
I, ____________________________give _____________________________permission to participate in the strength and conditioning program.  I understand there are risks involved in any exercise program.  I have medical insurance available to cover any injuries sustained while attending this program.  I do not hold Paul David McCartney, DC, nor Rock Chiropractic, Rock Rugby, INC, responsible for any injuries incurred while participating in the program.  

__________________________________	________________________________	______
Signature of Participant			Signature of Legal Guardian			Date                           

