
 
C ASTRO  VALLEY INDEPENDENT SPO RTS LEAG UE, INC . 

2010 SPONSORSHIP FORM 

 
Business Name:     ______________________________ 

Contact:    ____________________________________  

Address:   _________  _______________________________  

City:     __________________ State:   Zip:          

E-Mail: ___________________________________ 

Website Link:  _____________      
**if you have a logo you wish to have displayed on the team website, please send to the email below. 

Daytime Phone:    _______ 

 
Your sponsorship contribution of $550.00 (per team) includes: 

• Sponsor Name promoted during Baseball, SummerBall and Flag Football seasons. 

• Sponsor Name on banner team SIGN to be placed on the field at baseball games. 

• Sponsor Name on large sign at snack bars (2). 

• Sponsor information and website link on CVI Website. (over 100,000 hits so far) 

• Plaque with team photo (optional). Check here if you want plaque with team picture__. 

• Many thanks from the CVI Board, the parents and the kids!!! 
 

Please select League level and specific player(s)/team name that you desire to sponsor: 
 Seniors  Team/Player: ______________________________ 
 Intermediates Team/Player: ______________________________ 
 Junior A’s  Team/Player: ______________________________ 
 Junior B’s  Team/Player: ______________________________ 
 Junior C’s  Team/Player: ______________________________ 
 T-Ball  Team/Player: ______________________________ 

 
Baseball Teams will be assigned sponsors.  Your company or name will be a League Sponsor for Summer 
Baseball and Flag Football. 

 
No te :  All po ssib le  e ffo rts will be  made  to  ac c o mmo date  yo ur re que st, ho we ve r, te ams are  assigne d 

spo nso rs o n a  first c o me , first se rve d basis.  

 
Payment due by February 1, 2010  

 

CVIBL Non-Profit ID #94-3231949 
 

Make checks out to: Castro Valley Independent Sports League 

 

Mail to: 3056 Castro Valley Blvd. Box 32, Castro Valley, CA  94546 

OR  

Apply on line http://www.cvisportsleague.org/ 

(Option to spread your payments over 5 months when paying with debit or credit card) 
For information, please contact Meri Johnson-Wicks johnswm@sutterhealth.org ph:510-363-2570 

 
 
Signature: ___________________________________________ Date: _____________ 
 


