Tredyffrin Township
Winter Recreation Program
2025-2026
Registration Form

Pre-registration Required — Registration forms submitted after December 2nd will be assessed a $15.00 late fee.
Please make check payable to: Tredyffrin Township
Return registration to 1100 DuPortail Road, Berwyn, PA 19312
NO REFUNDS WILL BE ISSUED

For: Girls and boys grades kindergarten through 6th grade
(pre-school children are not permitted to attend this program)
Dates: December 13 and 20, 2025; January 3, 10, 17, 24, and 31, 2026; February 7, 2026
Time: 9:00 AM - 12:00 PM
Location: Valley Forge Elementary School
Fees: Tredyffrin Resident - $25.00 per child (includes all sessions)
Non-resident - $36.00 per child (includes all sessions)

Participant Information
Last Name: First Name: Age:
Address: City:
Phone: (please list best number to reach you on Saturday mornings)
E-mail Address:

Grade: School: Township:
Parent/Guardian: Phone:
Parent/Guardian: Phone:

Medical Information

Family Doctor: Phone:

Medical Problems/Allergies/Medications/Special Needs:

Allergy to Specific Foods: Allergy to Bee Stings:
Health Insurance Company: Policy Holder:

Policy number: Group Number:

Consent for Emergency Treatment and Release of Liability

If emergency treatment is required, | consent to Tredyffrin Township Recreation Program Personnel
using their judgment in securing medical services most accessible, providing none of the above
parent/guardian can be reached. Medical costs are my responsibility. Parent/Guardian must be at the
hospital to assure medical treatment.

Release: | release Tredyffrin Township and staff members from all claims which may result from
participation in the above activity. | /my child will abide by the rules and regulations set forth by
Tredyffrin Township Winter Recreation Staff relating to participation in the above activities.

Parent/Guardian Signature: Date:
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