
         MARIAN HIGH BASKETBALL CAMP
For Girls - 2010

June 21-24 (Monday-Thursday)
        8th -9graders   9am-12 noon
                     4th-7th graders   1pm -4pm

Camp Directors: Mary Cicerone and Patrick Lowney

Location:   Marian High School Cost: $105 per session                   
7225 Lahser Rd.                 Make checks payable to 
Bloomfield Hills, 48302                          Mary Cicerone

Send form and check to: 
    Mary Cicerone

         1947 Maplewood
                     Bloomfield Hills, MI 48302

For more info call Mary Cicerone @ 248 338-1644 or email ciceronm03@yahoo.com

Camp Features:
*12 hours of basketball *tournaments
*3 on 3 *one on one contest (8th and 9th graders only)
*free throw contests *daily lightning contests

                        ~~~~CONFIRMATION BY EMAIL~~~~~
                

***BRING A WATER BOTTLE
---------------------------------------------------------------------------------------------------------------------------------------------------------
Registration Form
Name:_________________________________________________  Grade Fall 2010:_______________

Address ____________________________________  City: _________________________ Zip: _______

Home Phone # ______________________________ Emergency Phone # _________________________

Email address: _____________________________

SESSIONS:(check one)
______ #1 June 21-24 9am-12pm (8-9thgraders)
______ #2 June 21-24 1pm-4pm (4th-7th graders)

T-shirt size: S  M  L  XL  Circle one -adult sizes

Parental Authorization: I, the parent/legal guardian of the above named applicant, hereby authorize the camp directors to procure, obtain 
and/or provide medical care or treatment for the above named applicant in the event of a medical emergency or if non-emergency medical 
treatment is required and I cannot be reached to provide consent. I agree I shall be financially responsible for all medical bills incurred as a 
result of injury. I am aware that there is an increased risk of being injured while playing basketball.
Parent signature: ___________________________________________ Health provider’s name & number: 
_________________________________________________________________


