
Girls who will be in 5th-8th grades for the 

2016-2017 school year are invited to try out 

for the 2016-2017 Livonia Pompon team!  

To participate, a $10 cash only fee and the 

attached Registration Form MUST be complet-

ed and returned on the first day of tryouts, 

March 10. 

Where? 
Newburgh  Un i ted  Method is t  Church

(NUMC)  
36500  Ann  A rbor  Tr .  

L ivon ia ,  M I  48154  
 

Kennedy E lementary  Schoo l  
14201  Hubbard  S t  
L ivon ia ,  M I  48154  

March 10 –12 

Tryouts for the 2016-2017 season! 

L i v o n i a  P o m p o n  

March 10 March 11 March 12 

NUMC 

6-8pm 

Each girl will learn a short 

routine in a group setting 

to perform during her 

March 12 tryout 

*$10 CASH tryout fee and 

release form due 

Kennedy 

6-8pm 

Work on form and execu-

tion of tryout routine 

Questions? 
L i v o n i a P o m @ g m a i l . c o m  

F a c e b o o k . c o m / L i v o n i a P o m p o n  

NUMC 

10am — ??? 

Each pair performs in a 

closed tryout to be scored 

Team is announced, fol-

lowed by a mandatory 

parent meeting 

*First payment due  



Registration Form 
  
 
Please fill out and return with $10 cash fee by March 10, 2016 
 
 
Participant’s Name…………………………………………………………………………………………………… 
  
 
Age……………………           Grade………………  
 
 

 
 

Release Form 
  
My child, ________________________________ being in good health, has my permission to attend the re-
quired Clinic and Tryout for the 2016-2017 season. 
  
I will not hold Livonia Pom or its staff members responsible for any injury that may be incurred as a result of 
my daughter’s participation. In case of an emergency, illness or accident to the participant named above, the 
Coach is authorized to proceed in one of the two following manners: 
  

  Do nothing until the parent/guardian arrives on the scene. 

 Emergency phone number: (   ) ________-___________ 
  

 Provide emergency procedure including ambulance service to the nearest hospital facility. As parent/

guardian of the participant named above, I give permission for the attending physician to treat my 
child. 

  
            Parent/Guardian Signature: _____________________________ 
  
  
 
 

Emergency Information 
  
Participant’s Name:  ______________________________________    DOB: ________________________ 
  
Name of Insurance Company:  ______________________________    Policy Number: ________________ 
  
 
Parent/Guardian Name:      ______________________________ 
  
Address:       __________________________________________ 
  
                     __________________________________________ 
  
 
Home phone: (   ) ________-___________        Cell Phone (   ) ________-___________ 
  


