
OLSS BASKETBALL 

KINDERGARTEN CLINIC 

REGISTRATION FORM 

 

NAME:  _______________________________________________________________ 

 

ADDRESS:  ____________________________________________________________ 

 

PHONE # _________________________________   GRADE:  ________ 

 

EMERGENCY CONTACT:  ___________________________________________________ 

 

Paid:  $75    ____cash  ____check   check #:  _______ 

 

 

(Cut Here) 

 

PLEASE KEEP THIS PORTION AS YOUR SCHEDULE:  

KINDERGARTEN SCHEDULE:   TUESDAYS 4/17, 4/24, 5/1, 5/8, 5/15, 5/22, 5/29, 6/5 

TIME:  5:00-5:45 PM 

 


