
 

 

  

PAYMENT INFORMATION 

 

Credit Card #_________________________________ Expiration Date __________ Billing Zip Code_________ CCV______ 

 

SELECT CAMP DAYS 

 Please fill in your desired time in the appropriate box: 
Morning ½ (9am-1pm)   Afternoon ½ (1-5:30pm)* 

Regular day (9am-3:30pm)  Extended day (9am-5:30pm)* 

*5:30 pick up not available on Fridays. 

Ms. J’s Gymnastics and Dance 
43 South 1st Street, Brooklyn, NY 11249   (718)218-7065  msjsgym@gmail.com 

 

SUMMER CAMP POLICIES 
Please Circle:  RECREATIONAL GYMNASTICS CAMP  OR INTENSIVE GYMNASTICS CAMP 

 There is a 2 day minimum for each week you choose to enroll. There is no minimum # of weeks you must enroll. 

 A valid credit card is required upon registration. Payment may be made by cash or check to avoid charge on your card. 

 Reservations made prior to June 15th require a minimum deposit of 50% of the total.  The deposit is non-refundable, 

but will be put towards the final balance.  

 The balance is due by June 15th. Any remaining balances will be charged to your credit card on this date.  

 Reservations made after June 15th require payment in full upon registration. Reservations made less than 2 (business 

days) in advance are subject to a $10 fee per child. 

 Full tuition is nonrefundable but credit may be given or days may be transferred if requested AT LEAST ONE WEEK 

IN ADVANCE, IN WRITING, and where space is available. 

 Any camp times with insufficient enrollment are subject to cancellation. 

 All students must have their hair pulled back! NO JEANS or JEWELERY PERMITTED IN THE GYM. 

 Siblings, parents & caregivers of students must stay out of the gym during camp times, except if otherwise instructed.  

 Campers will only be allowed on equipment during their camp time & must stay in the lobby before drop off or after 

pick up times. Staff is not available to supervise children before drop off time or after pick up times. Please provide 

any authorized pick up person(s) names and relation:___________________________________________________ 

MEDICAL INFORMATION 

Child(ren)’s Doctor__________________ Phone ____________ Child(ren)’s Dentist _________________ Phone _____________ 

Medical Insurance Carrier _________________________________ ID # ___________________ 

Please list any dietary restrictions, allergies, physical limitations or developmental concerns: ______________________________ 

Week of:  6/29-7/1 7/5-7/8 7/11-7/15 7/18-7/22 7/25-7/29 8/1-8/5 8/8-8/12 8/15-8/19 8/22-8/26 8/29-9/4 

MON 

MEM 

OR 

REG 

FEE 

          

TUES           

WED           

THURS           

FRI           

(OFFICE USE)  
PAYMENT 

           

  

I have read, understand and agree to all the above policies: 

Child(ren)’s name(s): _______________________________________________________ Age(s): _____________  

 

Parent/Caregiver Signature ______________________________ Phone #:_______________Date ______________ 


