Titans Soccer Academy

Boys and Girls 4-9 years old

Fall Ten Week Session begins August 2010
Lewis Central High School Training Fields
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Academy Fee:  

4,5, & 6-year-old Tiny Titans Fall Program: $65*

7,8, & 9-year-old Junior Titans Fall Program: $95*

Check payable to LCHS

Mail registration forms to:

Titans Soccer Camp

c/o Chris Von Mende

4535 Harry Langdon Blvd

Council Bluffs, Iowa 51503 

*If you enroll your child in the Academy and pay by July 20th, you will receive a $5 discount.

For the fall Academy, each child will need to purchase a reversible training jersey for $30.


Academy Registration

Name: ________________________________________

Grade in 2010-11:  ______  Age______ Boy/Girl ______

Address: ______________________________________

City: _________________ State: __________ Zip: _____

Jersey Size:     YS    YM    YL    YXL     
(Circle One)  

                         AS    AM
AL    AXL                    







Parent’s Name: ________________________________

School: _______________________________________

I hereby request that you accept this application for enrollment in the Titans Soccer Academy.  I hereby release Lewis Central Community Schools and their employees for all claims on account of any injuries, which may be sustained while attending the academy.  I also certify that my child is medically fit to participate in the academy.

Date: __________ Signed: _______________________

Academy Director:  Chris Von Mende

Telephone Number: 712-366-1808  

Email: coachvonmende@cox.net

If you are a person with a disability who requires reasonable accommodations in order to participate in this program, please contact 366-8311 no later than 24 hours in advance to discuss your needs.

Medical Consent Form

Name  (Last, First MI) ___________________________

Age _________ Date of Birth _____________________

Parent/Guardian Name(s) ________________________

Parent/Guardian Email(s)_________________________

Parent/Guardian Home Phone Number ______________

Father/Guardian Work Phone Number ______________

Mother/Guardian Work Phone Number ______________

In an emergency, when parent/guardian cannot be notified, please contact: __________________________

Relationship ___________________________________

Phone ________________________________________

Family Physician __________________ Phone _______

Preferred Hospital _________________ Phone _______

Date of last tetanus booster (month/year) ____________

Do you wear:
Glasses _____ yes _____ no



Contacts _____ yes _____ no



Dentures _____ yes _____ no

List any known allergies, drug reactions, or other pertinent medial information. (Diabetes, seizures, history of head injuries, medications, etc.) _____________________________________________

Consent for Medical Treatment

Iowa law requires a parent’s or legal guardian’s written consent before their son or daughter can receive emergency treatment, unless, in the opinion of a physician, the treatment is necessary to prevent death or serious injury.

As the parent(s) or legal guardian(s) of the child named above, I (we) authorize emergency medical treatment or hospitalization that is necessary in the event of an accident or illness with my (our) child.  I (we) understand that this written consent is given in the advance of any specific diagnosis or hospital care.  This consent is granted only after a reasonable effort has been made to contact me (us).

____________         ______________________________
              Date

                    Parent/Guardian Signature
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