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2351 Adams Drive * Atlanta, GA  30318*404-367-4414

www.buckheadgymnastics.com
Student Name: ____________________________________Date of Birth: ________________Age: _________

Address: __________________________________________________________________________________

City: _____________________ State: __________ Zip: _____________ Home Phone: ___________________

Parent’s Names: ____________________________________________________________________________

Father Cell Phone: ______________________________Mother Cell Phone: ____________________________
Emergency Contact Name: _____________________________ Emergency Contact Phone: ________________

Email Address (for updates and billing purposes): _________________________________________________

	Please register my child for:

Class: ______________________________Day: _______________________Time: ____________________

Session (circle):


FALL


WINTER


SPRING

And/or
Summer Camp Session(s): __________________________________




  List any medications your child is currently taking and/or any allergies or conditions we need to be aware of:

_________________________________________________________________________________________

_________________________________________________________________________________________

Waiver/Consent

Buckhead Gymnastics Season

I am assuming all risks and hazards incidental to the conduct of this activity and transportation to and  from  this activity.  In all activities there exist the potential for injury, minimal to catastrophic.  Therefore, I authorize the Buckhead Gymnastics Center Staff to administer necessary emergency medical measures to protect my child while in their care, including calling emergency transportation to a hospital or clinic.

Parent Signature: __________________________________________ Date: ____________________________

