
SUMMER CAMP REGISTRATION FORM 2026 

Child Information 

First name    Last name  

Date of Birth   Age  

Emergency contact (not parents/guardians)     Telephone #       Relation to child 

Allergies & Food restrictions 

Challenges, disabilities or health challenges 

Swimming ability & comfort level (can include swimming lessons level completed) 

1. 2. 3. 

Please list any friends or family you would like your child grouped with (this is a consideration and not guaranteed) 

Does your child currently take any medication(s) on a regular basis?  

Do you consent to the multimedia release for your child? 

Yes     No  (If yes, please complete medication form) 

Street #  Street Name City/Town Postal Code Suite/Apt #

Preferred Pronouns (optional)

Parent/Guardian 1 

First name    Last name  

 Home telephone #  Email address Cellphone #

Parent/Guardian 2 

First name   Last name 

Cellphone #  Home telephone #  Email address 

Payment Method 
CashHow do you plan to pay your summer fees? E-Transfer      Cheque    Credit Card 

If fees will be paid by anyone other than the guardians above please provide their full name and contact information 
(email and/or phone number): ________________________________________________________________________

I have read & agree to the Refund Policy outlined in the 2026 Summer Camp Information Package. Yes, I agree

Yes     No   (If yes, please complete multimedia release form) 



Camp Sessions and After Care 
Please check the weeks of camp you would like to request and if you require before or after care. 

My child is allowed to go home on their own. Yes      no      leaving the program by ________

Is there anyone who SHOULD NOT pick up my child? Yes   no  Please list the names & relation below: 

IMPORTANT:  Please read the following paragraphs and sign below: 
I give permission for the above-named child to participate fully in both on and off-site activities and trips, unless 
otherwise indicated in writing. I also give permission for emergency medical treatment to be carried out, should it be 
required, with the understanding that Applegrove staff will attempt to contact me at the telephone numbers listed above.  
Applegrove will not accept responsibility for such services/treatment.  Having taken all reasonable precautions, 
Applegrove shall not be held responsible for any accident or sickness of this child.   
I ACCEPT 

Release of liability, waiver of claims, assumption of risks and agreement (please read carefully) 
I recognize that my participation in the program/activity for which I register may include a risk to my health or a risk of injury. I 
hereby willingly assume such health risk or risk of injury for myself or for the person(s) for whom I am in law responsible, and I 
assume full responsibility before, during and after my/their participation in the program/activity. In consideration of the 
acceptance of my application and the permission to participate in the program/activity, I, for myself, my heirs, executors, 
administrators, successors and assigns HEREBY RELEASE, WAIVE, AND FOREVER DISCHARGE the City of Toronto, all other 
organizations, associations and companies associated with any of the programs offered by the City of Toronto, and all their 
respective employees, agents, contractors, consultants, representatives, elected and appointed officials, successors and 
assigns (all of whom are called the “City Indemnitees”) OF AND FROM ALL claims, demands, losses, damages, costs, 
actions and other proceedings whatsoever, whether in law, statute or equity, in respect of death, injury, loss or damage to 
me or my property, howsoever caused, except to the extent caused by or attributable to the negligent or intentional acts of 
the City Indemnitees, arising or to arise by reason of my participation in the program or any of its associated activities.  
 I ACCEPT 

Behaviour Declaration: I acknowledge that I have reviewed or will review the Applegrove Rules & Expectations and Suspension 
Document in the Camp Information Package with my child and they agree to adhere to them while at Applegrove's Summer 
Adventure Day Camp.     I  ACCEPT

The Board of Management of Applegrove Community Complex collects personal information on this form under the legal authority of the City 
of Toronto Act, 2006, S.O. 2006, Chapter 11, Schedule A, sections 136 and 143, former City of Toronto Municipal Code Chapter 25, Community and 
Recreation Centres, and the Relationship Framework between the Association of Community Centre Boards of Management and the City 
adopted at the City Council meeting on September 25, 26 and 27, 2006 (see Clause 17, Report No. 7 of the Policy and Finance Committee). The information 
is used to process your application for program participation, to provide a safe and healthy program environment and to contact an 
emergency contact person in the event of an emergency; the registration of individuals in programs and, payment or reimbursement of fees; 
collection of outstanding fee amounts; aggregate statistical reporting, contacting clients regarding upcoming programs, and additional mailings, 
including newsletters/surveys and email notifications and receipt transactions. Questions about this collection can be directed to Applegrove 
Executive Director, 60 Woodfield Road, Toronto, Ontario M4L 2W6 416-461-8143. 

60 Woodfield Road, Toronto, ON M4L2W6 | 416-461-8143 | www.applegrovecc.ca 
Charitable Number: 10671 8943 RR0001 

  after care 
 after care 
  after care 

(1) Jun 29-Jul 3
(4) Jul 20-24
(7) Aug 10-14

 after care 
  after care 

(3) Jul 13-17

 pm

___________________________ ___________________________
           Signature      Date

  after care 
 after care 
  after care 

(2) Jul 6-10
(5) Jul 27 - Jul 31
(8) Aug 17-21

Subsidy Program:
Will you be applying for subsidy to help pay for your fees?  Yes   No    ( (if yes, please complete attached subsidy form)

Help Send a Kid to Camp! Support our Subsidy Program
Applegrove offers subsidies to families who need support sending their children to camp. 
Please add a donation of $____ to my registration to support this wonderful community initiative. Donations 
$20 and over are eligible for a charitable tax receipt.

Home Safely 
We want your child to arrive home safely every day, please complete the following information. We must be notified in 
writing of any changes.  
Please print names of everyone (including parents and siblings) who are allowed to pick up your child: 

(6) Aug 4-7
after care(9)Aug 24-28*

*This week is offered at Toronto Formosan Presbyterian Church

http://www.applegrovecc.ca/


MULTIMEDIA RELEASE 

  Program/event:  _______________________________________ 

Parent/guardian

First Name Last Name 

Street Number Street Name Suite/Unit Number 

City/Town Province Postal Code Telephone Number 

  Children and other persons for whom permission is being given 

First Name Last Name 

First Name Last Name 

First Name Last Name 

Signature: _______________________________             Date: ______________________ 

The personal information on this form is collected under the legal authority of the City of Toronto Act, 2006, SO 
2006, Chapter 11, Schedule A, sections 8 and 136 (c). The information is used to obtain consent to reproduce 
and publish photograph/videotape/audiotape/film/interview in Applegrove CC publications/materials, 
including marketing and promotional materials, and the Applegrove CC official website. Questions about this 
collection may be directed to Susanne Burkhardt, Executive Director, Applegrove Community Complex, 60 
Woodfield Rd., Toronto M4L 2W6, or phone 416- 461-8143. 

60 Woodfield Road, Toronto, ON M4L2W6 | 416-461-8143 | www.applegrovecc.ca
Charitable Number: 10671 8943 RR0001 

First Name Last Name 

First Name Last Name 

First Name Last Name 

I give Applegrove Community Complex (Applegrove) permission to photograph, videotape, audiotape and/or 
interview either myself, or the person(s) on whose behalf I am giving permission named above ("the recordings"), and 
to publish the recordings in Applegrove publications/materials, including marketing and promotional materials, and 
the Applegrove official Web site, both now and in the future. The recordings shall constitute the exclusive property of 
Applegrove and may be reproduced by Applegrove and anyone it has authorized, without compensation or payment 
to the individual(s) being recorded or any other person. 

If I am providing the permission on behalf of someone other than myself, I warrant that I have the authority to do so. 

I CONSENT I DO NOT CONSENT

https://www.applegrovecc.ca/
http://www.applegrovecc.ca/


MEDICATION ADMINISTRATION FORM 

To be filled in by a parent or guardian 

Child’s name:  _____________________________________________________ 

Name of medication: ________________________________________________________________ 

Date of prescription: ________________________________________________________________ 

Dosage:  ________________________________________________________________ 

Time(s) to administer: _________________________________________________________________ 

________________________________________________________________ 

What to do in case of missed dosage: 

 ___________________________________________________________________________________ 

____________________________________________________________________________________ 

What to consider when giving medication:  (i.e. take before or after meal, not to be given with dairy products) 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

Possible side effects:  

 ___________________________________________________________________________________ 

____________________________________________________________________________________ 

Where should medication be stored: (i.e. in the fridge, in a cool dark place, must be kept room temperature) 

__________________________________________________________________________________ 

Doctor’s name: __________________________ Doctor’s Phone #:  __________________________ 

Will your child administer their medication on their own?  YES NO 

If so, will they need a reminder?  YES NO 

___________________________ 
 Parent/Guardian's Name  Signature Date 

The personal information on this form is collected under the authority of the Community Recreation Centres Act R.S.O. 1990, c. C22, and 
By-law No. 1994-0792, known as Chapter 25 of the Municipal Code for the City of Toronto.  It will be used by Applegrove staff to 
administer your child’s medication and to obtain care in an emergency.  Questions about this collection may be directed to Susanne 
Burkhardt, Executive Director, Applegrove Community Complex, 60 Woodfield Rd., Toronto M4L 2W6, or phone 416- 461-8143 

60 Woodfield Road, Toronto, ON M4L2W6 | 416-461-8143 | www.applegrovecc.ca
Charitable Number: 10671 8943 RR0001

http://www.applegrovecc.ca/


   SUBSIDY REQUEST FORM 

60 Woodfield Road, Toronto, ON M4L2W6 | 416-461-8143 | www.applegrovecc.ca 
Charitable Number: 10671 8943 RR0001 

      I understand that the requested subsidy is based on Applegrove’s Subsidy Grid and is calculated using 
family household income from provided documentation. If eligible, subsidy is approved for the current year 
only. Proof of household income (2024 Notice of Assessment) or support benefits (i.e. ODSP, OW) is 
required to be submitted by June 2nd or your registration may be canceled.

SIGNATURE DATE 

For office use only: 

Documentation verified: ________________________  Date: _________________________ 

Subsidy Approved by: _______________________   Monthly Fee approved:______________ 

Program Approved for:______________________________________

The information on this form is collected under the authority of the Community Recreation Centres Act R.S.O. 
1990, C. C22, and Chapter 25 of the Municipal Code of the City of Toronto. It will be used by Applegrove staff for 
administration of membership, and aggregate statistical reporting. Questions about this collection may be 
directed to: Susanne Burkhardt, Executive Director, Applegrove Community Complex, 60 Woodfield Road, 
Toronto, M4L 2W6 or phone 416-461-8143.

CHILDREN REGISTERED IN PROGRAM 
Name of child(ren): 

Address: 

Phone: 

HOUSEHOLD INFORMATION 
Parent/caregiver name(s): 

Number of people in your household: 

Annual household income: 

How many people are contributing to your household income: 

SOURCES OF INCOME (PLEASE CHECK ALL THAT APPLY) 

Employment      No income      ODSP      Support      Ontario Works      Other      :____________________ 

http://www.applegrovecc.ca/
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