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JUNIOR GOLF ACADEMY

          REGISTRATION FORM

                 TERM 1 2012(Feb 1st 2012)
Junior Details:

First Name: ______________________________
Surname: _____________________________
Current Age: __________

Golf History: 
     Never Played  (
Beginner  (
     Some Experience  (
     Regular Player  (
Has your son/daughter ever attended any other golf clinics?   Yes (
No ( 

Is your son/daughter a member of a golf club?  If yes which club _____________________

Does your son/daughter have a golf handicap? ______________

Does your son/daughter have their own set of golf clubs?       Yes (
     No (
 Medical:
Does your son/daughter have any medical condition that might affect their golf?

If yes what are they? __________________________________________________________________________________________
Clinic Days:  What clinic of the week would you like your son/daughter to attend? 

Monday 6/1 5-6 pm   (      Tuesday 7/1  4-5pm (      Wednesday 2/1   5-6pm(       Sunday  5/1   9am-10am ( 

Parent / Guardian Details:        First Name: _________________________   Surname: _____________________                                                                                

Address: ____________________________________________________________________________________________________

Telephone: ___________________ Mobile: _______________________ Email address: ____________________________________

I the parent / guardian of the above youth, hereby give my consent to his/her participation in the Sandringham Golf Academy junior programme. I hereby release the Sandringham Driving Range, Sandringham Golf Academy Coaches, all employees, volunteers, advisors and sponsors from and all liability in connection with his/her participation related thereto. I understand that there is a standard of conduct, which is requested from the children.

Does your child suffer from any serious allergy, illness, infection, or other disability?  If so please state: 

In case of an emergency occurring, I authorise the person in charge of the clinics to consent, on my behalf, to my son/daughter receiving any medical or surgical treatment including an anaesthetic or any operation, considered necessary by a doctor, and I accept responsibility for any expenses incurred.  I understand that the person in charge will endeavour to contact me in case of emergency.

Parents/ Guardian: ____________________
Date: _________________ Signature of Parents/ Guardian: ______________________

PAYMENT METHOD:   
 $148.00 Mon/Tues/Sun  8weeks

$166.50  Wed                  9 weeks


Cash:  Total Amount $ __________Cheque: Total Amount $_________
Credit Card: (Visa, MasterCard, Bankcard only)

Name on the Card: ___________________________

Type of Card: 
Visa (  
MasterCard (  
Bankcard (
      

Number on Card
((((   ((((  ((((  ((((
Expiry Date: ______/______
Total Amount $ ____________     Signature of cardholder: __________________________
