
BCFSC MEMBERSHIP APPLICATION - SKATING/SOCIAL ADULT MEMBERSHIP

JULY 1, 2023 - JUNE 30, 2024
***PLEASE NOTE – See Club Handbook for membership descriptions.

Memberships may be prorated at the discretion of the Board on a case by case basis. ***

Introductory Member (1 Social Adult membership
included)

$120 Collegiate Member (4 years) $75

Full Member (1 Social Adult membership included) $180 Associate Member $75

2nd Family Full Member (Social Adult Optional for
additional $60)

$100 Social Adult Member $60

Junior Member (Social Adult Optional for additional
$60) Please indicate LTS or ISI

$50 Volunteer Deposit (new members) $25

Name ____________________________________________________________________________________

Date of Birth___________________________________________ US Figure Skating # ____________________

Address __________________________________________________________________________________

_________________________________________________________________________________________
Parent/Guardian Names
_____________________________________________________________________________

Social Adult for Full and Introductory Member under 18 ___________________________________________

Home Phone _________________________ Cell Phone ____________________________

Email address (s) for club communication (skaters under 18 must include a parent/guardian email address)
____________________________________________________________________________________

Primary Coach’s Name ______________________________________________________________________

Previous Home Club and reason for change, if not BCFSC___________________________________________
_________________________________________________________________________________________

EMERGENCY CONTACT INFORMATION (Should we be unable to reach a parent or guardian)

Name____________________________________________________ Relationship _____________________

Address__________________________________________________________________________________

Home Phone __________________________________Cell Phone___________________________________

Preferred Hospital __________________________________________________________________________

Preferred Physician _________________________________________________________________________

Health Insurance Provider____________________________________________________________________

Name of Insured__________________________________________ Group/Policy#_____________________


