Summer Full Day Synchro Camp 
Optima Synchro
August 7-11, 2017
Name______________________________________________________________ Birth Date___________________________________________

Team __________________________________Yrs. Participated __________________ Home Phone #___________________________________
Address _________________________________________________________ City________________________ State_______ Zip____________
Mother’s Name__________________________________ Work phone__________________________________ Cell Phone #_________________

Father’s Name___________________________________ Work phone__________________________________ Cell Phone #_________________
What is your best figure score this year? ______________ What is your best routine score this year? ______________________________________

In which events do you compete? ___________________  What is your highest level of competition? _____________________________________

What is your goal for this camp? ____________________________________________________________________________________________

Please tell us something about yourself that you would like us to know _____________________________________________________________
Please indicate whether you will need Home Hospitality: Yes_________No_________________________________________________________
Emergency Contacts
Emergency Contact_________________________________________
Emergency Contact________________________________________

Address/Town_____________________________________________
Address/Town____________________________________________
Day Phone #_______________________________________________ 
Day Phone #_____________________________________________

Relationship_______________________________________________
Relationship_____________________________________________
Medical Information 
Child’s Physician Name___________________________ Address/Town_________________________________ Phone #_____________________

List any physical conditions of which we should be aware: ________________________________________________________________________

List any medication taken during the school year: _______________________________________________________________________________
List any medication that must be administered during the Summer Synchro Camp: _____________________________________________________
List any allergies/dietary restrictions: _________________________________________________________________________________________

Emergency Authorization
I hereby give permission for Optima Synchro staff to provide simple First Aid and/or CPR/AED care if necessary. I also give permission to the medical personnel selected by the Optima Synchro staff to order X-rays, routine tests and treatment for my child. In the event I cannot be reached in an emergency, I hereby give permission to the physician selected by the Optima Synchro staff to hospitalize, secure proper treatment for and to order injections and/or anesthesia and/or surgery for my child as named at the top of this form.

Family E-Mail Address: ________________________________________________________________________________________
Parent/Guardian Signature: ____________________________________________________________________Date:___________
Camp Cost: $450
Register by June 1st and receive $50 off.
A non-refundable deposit of $200.00 is due on sign-up.

Balance due by 7/15.
Make checks payable to Optima Aquatics. Mail checks to:

Svetlana Malinovskaya 168 River Rd #317 Andover MA, 01810.

For more information contact Svetlana Malinovskaya at

(978) 809 7150 or optimasynchro@gmail.com
