
 

 

Greenfield Central High School Blue Fusion Dance Team 
Dance Clinic - Grades K - 6 

                                Hosted by: 5th Place Nationals Blue Fusion Dancers 
 
 

WHEN:      Saturday, November 9, 2019 
TIME:  8:30 AM Registration; 9:00 AM Start; 11:30 AM Parent Performance 
WHERE: Greenfield Central High School Main Gym (Door 33) 
COST: $25 (non-refundable) 
INCLUDES: Cool T-Shirt and Snack 
 
 
 
 
 
 
 
 
 
 

● Clinic will be led by members of the GCHS Dance Team with coach supervision! 
● Learn proper motions and technique to a cool dance routine! 
● Fun time with others who like or want to learn to dance! 
● Chance to meet new people and make new friends! 

○ Performance by dance clinic participants for parents will begin at 11:30 AM 
 

(tear off registration/return with payment) 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

***COMPLETE BOTH SIDES*** 
REGISTRATION 

 
Complete both sides of form and return to: GCHS Dance, ATTN: Brittany Nigh-Taing, 810 N. 
Broadway St., Greenfield, IN 46140.  Include your registration fee of $25. Checks should be payable 
to: GCHS Dance Team, with memo to: Dance Clinic.   DUE DATE: October 30, 2019. 
 
Name of Dancer: ______________________________________________________________ 
Age: _________  Grade: _________  School: _______________________________________ 
Parent Name: ________________________________________________________________ 
E-mail address (for reminders): ___________________________________________________ 
Emergency Contact Name and Phone #: ___________________________________________ 
 Shirt Size:  YOUTH:  S    M    L ---or---   ADULT:  S    M    L   XL (Circle one) 
 

 
Thank you for allowing us this time with your child(ren)!!! 



 
 
Blue Fusion Dance Clinic on November 9, 2019.  I hereby give my consent for my child to participate 
in the Greenfield-Central High School Blue Fusion Dance Team Clinic.  I also give my consent for 
emergency medical and surgical treatment of this minor in a licensed hospital by a licensed Indiana 
physician should their condition require it in my absence. 
 
Parent or Guardian Signature: __________________________________ Date: ____________ 
 
Family Doctor: ___________________________________________ Phone: ______________ 
 
Medical Insurance: _____________________________________  Policy #: _______________ 
 
Please list any medical information which you feel should be known: _____________________ 
 
____________________________________________________________________________ 


