
CORAL GABLES YOUTH CENTER 

REFUND, TRANSFER AND CREDIT REQUEST FORM 

D Refund D Transfer D Computer credit Date: Time· 

Parent/Guardian Name: 

Address: City: Zip: 

Home Phone: Work Phone: 

Name of Participant: 

Amount Paid for Program: $ *Refund Processing Fee. $15 Total Due$ 

Program. Course: Session/Dates: 

Number of Classes Taken/ Attended {attendance will be verified by mc;tructor): 

Transfers ONLY: (From) I (To) 

Reason for Refund, Transfer or Credit: D Program/Class Cancelled 
D Not satisfied With Course/Instructor 
D Medical Reasons **Dr. 's note required 
D Other 

Reason: 

(Signature of Patron Requesting Refund) Date: 

• A $15 processing fee is applied to all refunds unless otherwise stated and is deducted from the amount of refund. If 
approved, a refund check will be issued and mailed between 2. 3 business weeks. 

FOR OFFICE USE ONLY 

D Approved D Not Approved 
(Print Name of Cashier Processing Request) 

(Office Manager/ Assistant Supervisor / Supervisor) (P&R Director) 

Fax to Finance Processed by: ____________ _ Date: ------
Date Staff Action/Status 

Paperwork received by staff 
Approval process completed 
Customer notified & paperwork sent to finance 


