
 

                                       
2012 ADULT WORKSHOP APPLICATION 

 

TO REGISTER FOR WORKSHOPS: 

PRINT THIS FORM, FILL IT OUT COMPLETELY, AND MAIL IT WITH PAYMENT TO:  
18344 Oxnard Street, Suite 101    Tarzana, CA  91356 

 

Information 
 

Name:                        Goes By:         
 First Middle  Last (Family)  

Male or Female:       Date of Birth:     Age as of 6/1/12:    

Street Address:                                 

City:                State:         Zip:        Country:      

Home Telephone:  Fax:   

Primary E-Mail:                                Secondary E-Mail:   

Father's Name:  Home Tel:  Work:  Cell:  

Mother’s Name:  Home Tel:  Work:  Cell:  

Which parent(s) does adult live with?                           

School, Job or Day Program Currently Attending: 

________________________________________________________________________________ 

Emergency Contact (please provide the name of someone not listed above - parents/guardians listed above will always be tried first)  

Name:             Relationship:         Phone #(s):          

Special Dietary Needs:                               

Please indicate any emotional, behavioral or logistical issues that may affect the camp experience or any other information that  

will help us to help them have a great time at camp:?                       
 

                                     

Please send my confirmation packet via (check one):  ___ Paper Mail      ___ Email to:   

 

 
Please choose workshop dates: 

July 16th - 20th – Advanced Animation                            ___ages 18 and over 
July 23rd - 27th – Advanced Video Game Design    ___ages 18 and over  
Aug. 6th - 10th -   Music Video                                    ___ages 18 and over   
Aug. 13th - 17th – Broadway Musical                         ___ages 18 and over   

 
 
WORKSHOPS FILLS QUICKLY! VISIT WWW.ACTORSFORAUTISM.ORG FOR AVAILABILITY. Form continued ��� 



   

  

                                       
2012 ADULT WORKSHOP 

APPLICATION FORM (CONT.) 
 
 
 
 

Payment Information  
 

 
Please enclose a PAYMENT of $500 for each one-week session.  Please make checks payable to Actors for Autism.   
 

 
Amount Enclosed   $________ Method of Payment:  ___Check   ___Credit Card –Visa/MC/AMEX (complete information below)  

___Visa ___M/Card ___AMEX   Card #   CVV#  � � �  Expiration Date      

Street Number of Card Billing Address               Zip Code of Billing Address      

Name of Cardholder                                   

 
 
 
 
 
 
Liability Release, Payment, Refund and Cancellation Policies 
 
I, as the individual, parent or guardian of this person, understand that Actors for Autism takes reasonable precautions to insure that Actors for Autism's programs and activities are 
conducted by qualified personnel in a safe and responsible manner. I hereby release, indemnify and hold harmless Actors for Autism, their officers, agents and employees from all liability 
for damage, injury, death or illness to my camper or his/her property relating to or deriving from my camper's presence at Actors for Autism or participation in Actors for Autism activities 
whether arising from an act or omission, negligent or otherwise, by the releases or otherwise to the fullest extent permitted by law.  
 
While we cannot refund money due to illness, we can issue a “credit” that can be prorated towards a weekend, holiday or Workshop.  We do not give refunds for any reason. To receive a 
credit, written notification must be made during the session for which the credit is requested.   Late request credit will not be considered. By signing below I acknowledge that I understand 
the terms above. 
 

 

 
I have read and understand the contents of this application including the Liability Release and Payment, Refund and Cancellation Policies. 

 

 

 
Signature of Parent or Guardian                  Date          


