
 

 

REGISTRATION FORM TEST DAY 2024 

• TEAM DATA 

NAME  
ADDRESS  CITY:  

• DRIVER DATA 

NAME:  NIF:  

LICENCE:  PHONE:  

ADDRESS:  CITY:  

• CO-DRIVER DATA 

NAME:  NIF:  

LICENCE:  PHONE:  

ADDRESS:  CITY:  

• CAR DATA 

BRAND:  MODEL:  

LICENCE PLATE:    

• TEST OPTION 

HALF DAY 
FULL DAY 

MORNING AFTERNOON 

   

• INVOICE DATA 

NAME:  NIF:  

ADDRESS:  CITY:  

POSTAL CODE:  PROVINCE:  

EMAIL:    

• DIMENSIONS OF THE ASSISTANCE SPACE:  

 
• REMARKS: 

 

Send this form with proof of payment to: secretaria@acaia.es and fotomotor@hotmail.com  

Bank account to pay the registration: ES05 2100 4478 5613 0029 7754 
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