
Date: ________________ Age: ________ Grade: _______________

Birthdate: ____________ Gender:  Male    Female

Student’s Name: ______________________________________________________________

Parent/Guardian Name: ________________________________________________________

Relationship to Student: ________________________________________________________

Address: _____________________________________________________________________

City/State/Zip: ________________________________________________________________

Email: _______________________________________________________________________

Day Phone: __________________________  Evening Phone:  __________________________

Cell Phone: __________________________

Is This Your First Class?  Yes   No   If No, what was your most recent CCT class?

_____________________________________________________________________________

Do we have permission to photograph your child in classes — only for CCT promotional use?

Yes  No

EMERGENCY CONTACT INFORMATION (for instructor use only)
In case of an emergency, do we have your permission to transport your child to the hospital?

Yes  No  If no, what course of action would you like taken: ______________________

_____________________________________________________________________________

Hospital preference:  Yes  No  If yes: _______________________________________

Doctor preference:   Yes  No  If yes: ________________________________________

Emergency Contact Person: _____________________________________________________

Relationship to Student: ___________________________ Phone: ______________________

Please list allergies or special conditions for this student 
(e.g., conditions requiring medication or special attention) ____________________________

_____________________________________________________________________________

METHOD OF PAYMENT
Check Gift Certifi cate (certifi cate must be included)

Visa   MasterCard   Discover/Novus   American Express

Credit Card # _______________________________________  Exp. Date ________________

Signature ____________________________________________________________________

Please fi ll out a separate form for each student. Photocopies allowed.

Make checks payable to Columbus Children’s Theatre
Please mail completed form to:

Joelle Leigh Harris, Education Director, Columbus Children’s Theatre
177 E. Naghten Street, Columbus, OH 43215

or Fax to 614-224-8844

Session I: September 12–October 10

Ages 5–7

Follow the Yellow Brick Road! $80

Picture This! $80

Adventures with Seuss! $80

Ages 6–8

Singing for the Stage $85

Ages 8–11

Beginning Acting $90

A Hogwart’s Adventure $90

Acting Funny $90

A Knight’s Tale! $90

Ages 12–16

Scenework; Acting in Dramas $90

Acting 101 $90

Session II: October 17–November 14

Ages 5–7

Junie B. Jones $80

Spooky Story Theatre $80

A Princess Party $80

Ages 8–11

Sing it Out $90

How I Became A Pirate! $90

So You Think You Can Act…?! $90

Intermediate Acting $90

Beginning Acting $90

Ages 12–16

Performing in a Musical $90

Movement and Stage Combat $90

SUBTOTAL:

 Subtract Discount if Applicable (see page 6):

Processing Fee: $2.00

                              TOTAL:

www.ColsChildrensTheatre.org

COST         SUBTOTAL Columbus Children’s Theatre Academy Classes 

Registration Form

                  

2009-2010 

           
        Season

Subscription

Packagesg

Now on Sale!
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