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> SRC FUN TENNIS FOR KIDS

Class Type Day / Time SRC Member*

Intermediate Sunday / 4.00pm to 5.30pm S$100.00+ S$110.00+
Advance Sunday / 4.00pm to 5.30pm S$100.00+ S$110.00+
Member's Name: Membership no.:
Mailing address:
E-mail address:
Contact no.: (Home/Office) (Mobile/Pager) (Fax)

GUESTS'/PARTICIPANTS’ PARTICULARS
1) Name:

Mailing address:

Guest of Membership no.:

E-mail address:

Contact no.: (Home/Office)

(Mobile/Pager)

(Fax)

I/C no.:

DOB:

2) Name:

Mailing address:

Guest of Membership no.:

E-mail address:

Contact no.: (Home/Office)

(Mobile/Pager)

(Fax)

I/C no.:

DOB:

Applying for :

(Class Type + Cost)

NOTES:

Class will began on Sunday, 4th November 2007.
Closing date will be on Monday, 23 October 2007

Pwbp

sustained as a result of participation
Minimum age to start this programme is 5 yeéds o

NG

No refund of course fees or make-up lessons will lmenductedshould participants fail to turn up throughout tioeirrse period.
All participants must be medically fit and INDENFY THE CLUB, its servants and organiser for atgiros against damages, loss of property, injufesi or otherwise)

In case of inclement weather, a wet-weatherrnarage will be carried out in the club’s premises.
Tennis balls will be provided during trainingsins. Participants are to bring their own teramisjuets.
Termination forms must be submitted upon withdiafrom the course. This will only take effect amenth from the date of submission.

I/ We agree to abide by the general regulatiorS8RE Fun Tennis for Kids stated above and authoris
SRC to deduct the fees payable for the tennissedilnrough my account.

Please Deduct S$

from my account.

Please Deduct S$

Member’s Signature:

Date:

from my accouwrtmy Guest(s).

Please return registration forms to the Front Dedlax t06336-6675.For more information, please contact
A Masran at 6430 7563 or email masran.sports@sregsg.



Medical Declaration Form

Name Membership N

In case oEmergency, Please Contact: -

Name: Relatpnshi

Contact: (Mobile) (erfic (Home)
Name of Family Physician / Doctor:

Contact: (Mobile) (©rfic (Home)

Hospital Preference:

Medical Background: -

Medical Condition (e.g. asthma, epilepsy, etc)

Allergies (e.g. medication, food, insect bite, etc)

Current Medication

Other Remarks




