ACTING WITHOUT BOUNDARIES

AWB v+ ENROLLMENT APPLICATION

A UNIQUE THEATRE WORKSHOP FOR THE DISABLED . RTI . . . o . . . .
PHILADELPHIA Enrollment in AWB is limited. Interested applicants should complete the application and return it immediately. Shortly thereafter, an interview will be scheduled.

Participant’s First Name Middle Initial Participant’s Last Name Date of Application:
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Street Address
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City State Zip Code
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Home Telephone Number Cell Telephone Number Participant’s E-mail Address
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Birth Date Sex(M/F) Height We|ght Current School or Occupation If in school, what grade or year:
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Mrs. Dr. Ms. Mother’s First Name Initial  Mother’s Last Name
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Mother’s Business Telephone Ext. Mother’s Cellular Phone Mother’s E-mail Address
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Mr.  Dr. Father’s First Name Initial  Father’s Last Name
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Father’s Business Telephone Ext. Father’s Cellular Phone Father’s E-mail Address
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Please describe the participant’s disability:

Any medical conditions, restrictions, or issues we should know about? [ Yes [ No
If yes, please explain:

Are medications required? (1 Yes (] No
If yes, please explain:

Does the participant use any special equipment: wheelchair, walker, communication devices, or cane? [ Yes 1 No
If yes, please explain:

Will the participant need assistance in any way? 1 Yes 1 No
If yes, please explain:

Insurance Carrier Insurance Numbers

Family Physician Phone‘ ‘ ‘ H ‘ ‘ H ‘ ‘ ‘ ‘

EMERGENCY AND SECURITY INFORMATION
Please provide us with a “Participant Security Password.” You will be asked
to provide this password when requesting pertinent participant information. Password: ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Who is the emergency contact person in the event that both parents Who is permitted to pick up the participant(s) other than parents?
are unavailable?

( )
Name Relationship Name Relationship Home Phone
( ) ( ) . ()
Home Phone Work Phone Name Relationship Home Phone

IF YOU HAVE ANY QUESTIONS, PLEASE CALL US AT 610-581-7100

SIDE 1 PLEASE COMPLETE BOTH SIDES OF THIS APPLICATION —



PARTICIPANT INFORMATION

Please provide short responses to the following questions:
1) Briefly describe yourself:

2) What activities interest you?

3) Have you ever participated in the performing arts? (ie. singing, acting, dancing, etc.) (This is not a requirement to attend the program) If so, describe:

4) Why do you want to participate in the AWB workshop?

PLEASE READ AND SIGN BELOW:

On behalf of my child, I accept and assume any and all risks associated with his/her attendance and participation in the ESF/AWB workshop and its
activities. [ understand that my child should not attend the workshop if he/she is not healthy. I understand that my child must abide by ESF/AWB workshop
policies and the instructions of the workshop staff. In the event that I cannot be contacted in an emergency, I hereby grant ESE, Inc.(ESF) and AWB
permission to give immediate treatment and/or take my child to a hospital emergency room. Permission is hereby granted for photographs and/or videos
to be taken of my child at the workshop and ESF and AWB have the right to utilize these in their brochures, videos, slide shows, web site, and other work-
shop materials. Knowing these facts and in consideration for your accepting my child’s application, I, for myself, my child attending the workshop, and any-
one else who might claim on my or my child’s behalf (“I”), hereby agree that neither ESE, St. Joseph’s University nor AWB are responsible for accidents,
injuries, and/or medical or dental expenses arising from my child’s participation in the workshop and, accordingly, I covenant not to sue, and waive,
release, and discharge ESE, St. Joseph’s University and AWB, and anyone working on their behalf from any and all claims of liability or expenses of any
kind or nature whatsoever arising out of or relating to my child’s participation in the workshop. I have carefully read all of the information in this
application form and agree to all conditions.

Signature of Parent/Guardian Date / /

ACTING WITHOUT BOUNDARIES Send this form to:
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Acting Without Boundaries
c/o ESF, Inc.
750 E. Haverford Road
Bryn Mawr, PA 19010

If you have questions call Christine Rouse at:

A UNIQUE THEATRE WORKSHOP FOR THE DISABLED (61 0) 581 -71 oo ext 21 9
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PLEASE COMPLETE BOTH SIDES OF THIS APPLICATION




