STRONGSVILLE DANCE COMPANY REGISTRATION

PARENT/GUARDIAN (Please print)
ADDRESS

CITY

PHONE

ZIP

E-MAIL

Please enroll my child (ren) (self) for the classes checked below. I/we the undersigned parent, release,
absolve and hold harmless, the Strongsville Dance Company, and its instructors from any liability for
injury to persons participating in any dance, acrobatic or related activities associated with the Strongsville
Dance Company. I hereby give authorization to Strongsville Dance Company to use photographs of
enrolled students & associated family members at studio events for promotional purposes.

Parent or Legal Guardian

Date

***Please fill out medical release form.
Please check:

RETURNING STUDENT _______

NEW STUDENT___________

Please include a nonrefundable $25 registration fee per new student. All returning students will not have
to pay this fee, providing you were enrolled through 6/19, begin classes in September, and register by
July 15th 2019. All students need to pay the first months tuition when registering. Tuition is due the 1st
week of the month for the following month. If not received by the 15th of the month, a $10 late fee will
be applied. Any student taking a month off will be required to pay a $25 reenrollment fee, provided there
is room in the class.
Student ___________________________Date of Birth _______________________

Date

Day

Pre-Dance
Tap/Ballet/Acro
Jazz/Acro
Jazz/Ballet
Tap
Ballet
Jazz

Acro
Lyrical
Hip-Hop
Musical Theatre
Mommy & Me
Performing
Companies
Tap or Mini
Ballet
Jazz

HOW DID YOU FIND OUR STUDIO? WEBSITE_____ NEWSPAPER ______
PHONE BOOK_____ WORD OF MOUTH _____ PERFORMANCE_____
REFERRED BY_________________________

Time

STRONGSVILLE DANCE COMPANY
MEDICAL RELEASE FORM
STRONGSVILLE DANCE COMPANY
20884 Royalton Road Unit F
Strongsville, Ohio 44149
I,_____________________________ (parent/guardian’s name) hereby give permission for any
and all medical attention to be administered to my child ____________________________
(child’s name) in the event of accident, injury, sickness, etc., under the direction of the
physician(s) listed below or at any necessary emergency facility, until such time as I may be
contacted. I also assume the responsibility for the payment of any such treatment. This release is
effective for the period of one year from the date given below.
ADDRESS: ________________________________________________________________
_________________________________________________________________________
HOME PHONE: _______________________ CELL PHONE______________________
INSURANCE COMPANY: __________________________________________________
POLICY NUMBER: ________________________________________________________
ANY KNOWN MEDICAL CONDITIONS: _____________________________________
CHILD’S PHYSICIAN: _____________________________________________________
ADDRESS: _______________________________________________________________
PHONE: _________________________________________________________________
KNOWN ALLERGIES: _____________________________________________________
FOOD ALLEGERIES: _____________________________________________________
SIGNATURE (PARENT/GUARDIAN) ________________________________________
DATE __________________________________________________________________

