DCSD CAMP/CLINIC FINANCIAL REPORT FORM
COACH:


SPORT:


CAMP/CLINIC REGISTRATION FEE: $_____
OFFICIAL NAME OF CAMP/CLINIC: 

DATE(S) OF


SUB-TOTAL:
CAMP/CLINIC:
PARTICIPANT #S           FEES:
(#S  X  FEES)




                       TOTAL:
____________
PERMISSABLE EXPENDITURES:
NAME/FEES/ SHIRTS/ETC.                                      AMOUNT (Attach pages IF necessary)
                                                          
                                                                    TOTAL:           _____________________________                                       

Please Return to DCSD Athletic Coordinator.
Approval for Disbursement:
DCSD Athletic Coordinator:  ______________________ ___/___/___






