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Registration Form
PINZ Bowling
7520 32nd Street N | Oakdale, MN 55128

Saturday, November 5, 2022
11:00 a.m. - 2:00 p.m

Please complete the following for the individual with a bleeding disorder and
each family member accompanying them.

If no, please provide
relationship to
Have a Bleeding If yes, which clinic person with
Disorder? provides treatment? | bleeding disorder.

Yes |:| No |:|
Yes [ ] No []
Yes |:| No |:|
Yes |:| No |:|
Yes [ ] No []
Yes |:| No |:|

Last Name First Name

How many will be participating in the meal?  Adults Children

Please provide the following contact information for your family:

Contact Name:

Address:

Primary Phone:
Email Address
(Required):

Email this completed form to HFMD at: info@hfmd.org

This event has limited space, so get your completed registration form in soon.
Registrations received after the event fills will be placed on a waiting list.
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