
 

 
 

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 

 

*For Ages 6 - 13 yrs. 
 

    Combo Hitting & Fielding Clinic 
   .          

   Monday, October 14th     
    1:00 p.m. - 4:00 p.m.         

  Register Today ! 
 

       Clinic Has Limited Space Available 

     Small Groups Will Be Divided by Playing Ability   
 Other Clinics Available at: www.leftyssportsacademy.com 

 


