Underthe Americans with Disabilities Act, if

NEW LENOC)(T . REGISTRA'"ON FORM youneedany accommodationstoparticipate

ARR P S TR inanactivity, pleaseindicate: Yes___No

. *Please indicate for whom below.
Household Information

Primary Number: CellPhone:
LastName: Work Phone:
Home Address: Emergency Contact:
City: State: Zip Code: Emergency Contact Relation:
Email: Emergency Phone:
Participant’s ACTV# Program Name Birth | Grade| MI/F| Fee Allergies or
Name Date ADA Requested*

N/A WERQ Fitness N/A

N/A WERQ Fitness N/A

N/A WERQ Fitness N/A

N/A WERQ Fitness N/A

N/A WERQ Fitness N/A

FOROFFICEUSEONLY:  INITIALS: DATE: TYPE:

YOU MUST SIGN AND DATE WAIVER TO PARTICIPATE IN PARK DISTRICT PROGRAMS.

Pleasereadcarefullyandbeawarethatinregisteringyourselforyourminorchild/wardfor participationinthe program(s), youwillbe
waivingandreleasingallclaimsforinjuriesyou oryour child/ward mightsustain arising outofthe program(s).

Irecognize and acknowledge that there are certainrisks of physicalinjury toparticipantsinthe program(s) and | agreetoassume the fullriskof any
suchinjuries, damagesorlossregardlessof severity, whichmy child/wardorl maysustainasaresultof participatingin anyactivitiesconnectedor
associatedwithanysuchprogram(s).lwaive andrelinquish all claims|ormy child/ward may have against the New Lenox Community Park District
andifs officers, agents, servants, and employees, and any other cooperative Park District and it officers, agenfts, servants and employeesasaresultof
participationorthe participationofmychild/wardinanyoftheprogram(s) and cooperative programs with other park districts. | further agree to
indemnify and hold harmless and defend the Park District(s) anditsofficers,agents,servantsandemployeesfromanyandallclaimsresultingfrom
injuries,damagesandloss sustainedbyme orbymy child/ward, arisingoutof, connectedwith, orinanyway associatedwiththe activitiesof any of
the program(s). I have read and fully understand the program details and waiver andrelease all claims.

Mandatory Signature of Participant, Parent, orLegal Guardian Date
Please mark Billing Address Zip Code: _ _  _ _  __ Check or Money Order
payment type: I I I Payable To:
O CASH Account Number: New Lenox Community Park
O CHECK ExpirationDate: / Security Code: District "NLCPD
Mail To:

SRR Cardholder Name: New Lenox

BillingAddress: Community Park District
OMASTERCARD ] 701 W. Haven Avenue

Address City/State New Lenox, IL 60451
ODISCOVER AmountofCharge: $ Upon Receipt of Your Catalog:
. . Mail-In, Fax-In (815.485.3589)

Dé?;gég: N Authorized Signature: : or Drop Off Your Registration.

(The NLCPD reserves the right to change a payment to reflect the correct fee.)
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