DCSD CAMP/CLINIC APPLICATION FORM
COACH:


SPORT:


CAMP/CLINIC REGISTRATION FEE: $____ + Processing Fee ___ = Total $________
Camp Fees                            Processing Fees

$10-35                                       $3.00

$36-50                                      $4.00
$51-75                                       $5.00

$76-100                                   $6.00
OFFICIAL NAME OF CAMP/CLINIC: 

DATE(S) OF CAMP/CLINIC: __________________________________________
GRADE OF THE PARTICIPANTS FOR THE 17-18 school year:   __________________    
TIME OF CAMP/CLINIC: ____________________________________________

FACILITIES REQUESTED: ___________________________________________
WHAT DOES THE CAMPER RECEIVE:  __________________________________
SIZE OPTIONS FOR T-SHIRTS ________________________________________

WHAT DOES THE CAMPER NEED TO BRING:  (Water bottle, court shoes, cleats, etc.)

_______________________________________________________________

GIVE A BRIEF DESCRIPTION OF YOUR CAMP: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

CAMP/CLINIC STAFF:  Please indicate paid (P) or volunteer (V) staff.
NAME
                                            P/V            NAME                                                           P/V
NOTE:  All camp/clinic employees must be DCSD employees and have a background check and

                I-9/W-4 forms completed.  All volunteer employees must also have a background check.

Please Return to DCSD Athletic Director 
