
EMERGENCY CONTACT : Last Name ________________________________First Name _____________________________ 

Address _____________________________________________ City _______________ State ________ Zip___________ 

Home Phone _____________________________________ Cell Phone __________________________________________ 

Email _________________________________________________________ 

Cliff Farrar Tennis Center 

2017 Summer Tennis 

Clinic 
 

Clinic Coordinator and Lead Instructor – Brett Blevins 

Clinic Schedule 

Clinic Dates: Every Monday and Wednesday June 5th – July 17h  

Clinic Times: 6-10 years old 9-10am, 11-15 years old 10-11am, 16-18 years old 11am-12pm 

Fee: $45 per child $85 for 2 children 

Child’s Name: ___________________________________________ DOB __________________  

Address _________________________________________ School Child Attends ________________________ 

City __________________________________________ State_______________________ Zip ______________ 

Sex: (circle)   M      F                 T Shirt Size:  (circle)  YS   YM   YL   AS    AM    AL 

Parent:  Last Name _____________________________________First Name ___________________________________ 

Address _____________________________________________ City _______________ State ________ Zip___________ 

Home Phone _____________________________________ Cell Phone __________________________________________ 

Email _________________________________________________________ 

All other person’s authorized to pick up your child from camp: 

Name: ________________________________________________ Relationship _______________________________________ 

Name: ________________________________________________ Relationship _______________________________________ 

Name: ________________________________________________ Relationship _______________________________________ 

I assume full risk and responsibility for above named child and release the Phenix city Parks and Recreation, the City of Phenix City, Al, 

Directors and Instructors from any and all damages, injuries or losses suffered during clinic. 

Signature ___________________________________________________________________ Date:_______________________ 

For Office Use Only 

 

Amount Paid_______________ (  ) Cash   (  ) Check#_____________ Receipt #______________ Received by _______________ Date _______________ 


