


 ARSENAL DOUBLE CLUB 

 SCHOOL HOLIDAY CLINIC 

 

 Players name: _______________   Family name: ______________________    D.O.B: __________   Gender:  M / F 

 

 Address: __________________________________________________________________________ 

 

 Suburb: _____________________ Postcode: _________________ State: ______________________ 

 

 Email: ____________________ Name of School: ________________________ 

 

 Emergency Contact name: _____________________  Phone number: ________________________ 

 

 Medical Conditions: _________________________________Shirt size:_________________________ 

 

 Please call to make an over the phone payment: 8340 3088 

 

 Please charge my Credit Card $ 30.00 (A $0.20 processing fee will be added).  

 

 (please circle/underline)         MasterCard                  Visa                   

 

  Card No:   

 

  

 Expiry date: ______/______       CCV: _______ 

  

 Name on Card: ………………………………...……. Amount: $30.20 (Inclusive GST) 

  

 Signature: ……………………………………….  

RETURN FORM TO: reception@ffsa.com.au OR POST TO: Football Federation SA, PO BOX 593, Hindmarsh SA 5007 

                                      


