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Name of Registrant or Parent/Guardian if under 18	 Date of Birth	 Home Phone 

City                                   State/Zip	                             e-mail address� check if new information

Home Address: Street	 Work Phone 1	 Work Phone 2

/    /

Emergency Contact: Name	 Phone

Department of Recreation & Parks 
Registration Form: Please Print

Signature�  Date

I agree to abide by all rules and regulations of the Howard County 
Department of Recreation and Parks. On behalf of myself and/or 
my child: I agree to hold Howard County, its employees, officials 
and agents harmless from any and all claims for damages unless 
due to the sole negligence of the county, its employees or agents. 

I hereby consent to my child’s (children’s) participation in this 
(these) programs.
My child(ren’s) immunizations are current.

Please add my name to the mailing list. $5 fee enclosed.

Make checks payable to Director of Finance; Howard County

Mail to:	 Registration 
	 Department of Recreation & Parks
	 7120 Oakland Mills Rd.
	 Columbia, MD 21046-1677

Male            Female

1
Course Number	 Program Title	 Fee Enclosed

Section Number	 Location	 Day(s) of Wk	 Time	 Start Date

Name of Participant	 Date of Birth�         Age/Grade
Male       Female /    /

Registrant for # _______________ has the following 
health problem or disability; please check all that apply:
	 Deaf/Hard of Hearing
	 Vision Impairment  
	 Seizures
	� Uses Mobility Aids (i.e. wheelchair, braces, etc.)
	� Developmental Disability (i.e. autism, intellectual, 

etc.)
	� Other (i.e. behavioral/emotional  

disorder, etc.)___________________
	 Allergies____________________

I would like to contribute $               to the HCRP Scholorship Fund.

Payment:       Check             Cash
    MasterCard        VISA   Exp. Date         /        

#               /               /                /                  /             

Signature                                             Date

Print Name

2
Course Number	 Program Title	 Fee Enclosed

Section Number	 Location	 Day(s) of Wk	 Time	 Start Date

Name of Participant	 Date of Birth�         Age/Grade
Male       Female /    /

Registrant for #______________ needs the following 
special accommodations:
	 Inclusion Companion
	 Deaf Interpretive Services
	 Other____________________

Signature�  Date


