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         Summer Theater Program 
           Registration Form
           July 8 – 19, 2024 

Name: _____________________________________________________________Age: ______________

Address: ______________________________________________________________________________

City ____________________________________ State______________ Zip Code _________________

Phone:  ____________________(home) ____________________(work) ______________________(cell)

e-mail address:  ________________________________________________

Child’s T-shirt size: Child S_____M______L____     Adult S_____ M_____ L______   Other ____________

Will your child be able to attend all classes for the two weeks? _________________

Please list any conflict: ___________________________________________________

May we post pictures of your child for HAT publicity (i.e. website, brochures, newspapers) ___________ 
                                 
Additional Emergency Contact/Authorized Pick-up:
Please list at least one additional individual allowed to pick up your child.  Children will not be released to anyone not listed on this application unless additional permission is received by the program staff .

Name: _______________________________________________ Phone: ___________________
	
Name: _______________________________________________ Phone: ___________________

	











Medical Consent
In the event that I cannot be reached in an emergency, I hereby give permission to transport and secure proper treatment for my child.  I accept financial responsibility if such treatment is necessary.  I understand this consent does not waive nor diminish my rights.
__________________________________   _____________________________ _____________
Signature of parent or guardian                         Printed Name                                   Date

Current Medications: _________________________________________________________
Allergies: __________________________________________________________________
Family Physician ____________________________________________
Health Insurance Information: Name:___________________________________________
Group: ________________________Policy #:______________________________



























The cost of the program will be $300.  A deposit of $50 is required by May 30 with the balance to be paid by the first day of the program (July 10)  Please make checks payable to Highlight Acting Troupe and mail to Ethel LeVan, 13 Norman Lane, Troy, NY 12182)


_____________________________________________		__________________
Parent or Guardian Signature					Date
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