Toregister by FAX or MAIL, complete thisform & senditin. ®FAX 250-338-8600

Please call to confirm thatyourregistration has been received. P Q
M €
Main Contact Information o 3
Name: Birthdate: 73 ‘;
BC Care Card #: Allergies/Medical Conditions: :"‘é‘
Q) A
n
. . ~ A
Mailing Address: City: ~
Postal Code: Home Phone #: Work # : 8 'ﬁ_"
EMAIL Family Doctor/phone #: g’
Family Members
Name: Birthdate:
BC Care Card #: Allergies/Medical Conditions:
Name: Birthdate:
BC Care Card #: Allergies/Medical Conditions:
Name: Birthdate:
BC Care Card #: Allergies/Medical Conditions:

Registration Information

Participant’s Name: Participant’s Name:
Program: Program:

Time: Start Date: Time: Start Date:
Program Fee: $ Program Fee: $

Participant’s Name: Participant’s Name:
Program: Program:

Time: Start Date: Time: Start Date:
Program Fee: $ Program Fee: $

Total Fees: $ +5% GST (ifover 14 yrs): $ = TOTAL: $
Payment: (Mustbeincluded with yourregistration) ( ) Cheque ()Visa ()MC
Credit Card #: Expiry Date:
Cardholder’sName: Phone #:

63



