
Registration Application
2008 All Star Summer Baseball Camps

          Camper Name______________________________ Age______ Birth Date ________ Tee Size_____
          Camper Address/City/State/Zip________________________________________________________
          Parent/Guardian (Print Name)_________________________________________________________
          Parent/Guardian Home Phone______________________ Cell Phone_________________________
          Parent/Guardian Email Address_______________________________________________________
          Camp(s) planning to attend? (Write in Camp Numbers to Attend)_____________________________
          League/Team_________________________________ Level_________ Positions_______________
          To enroll, simply fill out the information above, sign the Release of Liability Form, write a check

payable to Five Tool Baseball School for the amount due then mail check & application to:

FIVE TOOL BASEBALL SCHOOL
PO Box 2275

West Covina, CA 91793

You can also print out an application at our website at www.fivetoolbaseball.net

Release of Liability Form
              I (we) the undersigned, parent(s) of _________________________, a minor, do hereby consent to have said Minor

participate in the baseball camp conducted by Five Tool Baseball School, and represent that said Minor is physically able to
participate in the Youth Baseball Camp.  I (we) hereby assume full responsibility for all risk of injury or loss which may
result from Minor’s participation in the Youth Baseball Camp(s) and hereby waive, release, hold harmless and agree to
indemnify the Five Tool Baseball School and its staff, the City of West Covina and Big League Dreams West Covina from
and against all claims, demands, suits, and/or judgments arising from any injuries, illness or any other conditions as a result of
said Minor’s participation in the Youth Baseball Camp

                I (we), the undersigned, parent(s) of said Minor, request that In my (our) absence the said Minor, if required, be admitted to
any hospital or medical facility for diagnosis and/or treatment.  I (we) request, authorize and consent to have physicians,
nurses, dentists and staff perform any diagnostic procedures, treatment procedures and operative procedures to and/or said
Minor

                I (we) understand the terms and conditions of this Release of Liability and Medical Consent/Release Form and agree to the
terms and conditions herein.

          Parent/Guardian Signature____________________________________________________ Date__________________

          Parent/Guardian Signature____________________________________________________Date__________________


