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Application

Participant Personal Information
Name Age Date of Birth
Address
City State Zip
Parent/Guardian Name Home #
Cell # Email
Emergency Contact Name Relationship
Phone #
School Grade

Favorite school subject(s)

Challenging school subject(s)

After School/Community/Religious Involvement

| would like to pursue a career in

Hobbies/Interest

Medical Conditions/Allergies (food & drug)

T-shirt size (Adult sizes): XS S M LG XLG 2XL




Please provide a brief statement describing your interest in the Dr. Betty Shabazz Delta Academy program. What
do you hope to learn and accomplish through participation in the Academy?

All participants must sign a Delta Academy Commitment Contract stating they will attend Academy
activities and monthly meetings on the 3 Wednesday of the month from 6pm- 8pm.

I grant permission for my child to participate in the Dr. Betty Shabazz Delta Academy program of the
Tampa Metropolitan Alumnae Chapter of Delta Sigma Theta Sorority, Inc.

Applicant Signature Date

Signature of Parent/Guardian Date

Printed Name of Parent/Guardian

Completed application packet along with a copy of the last report card must be postmarked by
November 20, 2011

Mail to: Tampa Metropolitan Alumnae Chapter
P.O Box 311653
Tampa, Fl 33680-1653
ATTN: Dr. Betty Shabazz Delta Academy Committee



