Lefty's Registration Form

: Name: D.O.B.:

. Address:

: Town: State: Zip:
: Phone #: Cell #:

: E-Mail Address: @

- Please register my son / daughter for the following clinic. I understand that there will be NO cash refunds.
. Any participant missing an entire clinic will be issued a Lefty’s Credit minus a $30.00 administration fee. No
refunds for missing single clinic dates. No Make up sessions. Please use a separate form for each participant.

Columbus Day Clinic: Please Include$80.00

Parent/Guardian Signature PAYMENT MUST BE INCLUDED
Method of Payment: Cash Check MC Visa Amex
: Card#:
: Mail checks to: Lefty’s Sports Academy Exp. Date: Billing Zip Code:

840 Bloomfield Ave.— Clifton, NJ 07012



