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CASTING WORKSHOP REGISTRATION FORM

DATE OF THE COURSE: 


NAME OF PARTICIPANT: 

__________________________________________________________
HOME ADDRESS: 


__________________________________________________________





__________________________________________________________
PHONE NUMBER: 


__________________________________________________________
EMAIL: 



__________________________________________________________
EMPLOYER (if applicable):

__________________________________________________________
HOW DID YOU HEAR ABOUT US? 
__________________________________________​​​​​​________________
__________________________________________________________
TUITION:
$175.00
PAYMENT METHOD: 


__​​__ CHECK 

____ CREDIT CARD
CREDIT CARD#: 


__________________________________________________________
EXPIRATION DATE: 


______ / ______ 


NAME ON CARD: 


__________________________________________________________
SIGNATURE ________________________________________________________________________________
This form can be mailed or faxed to the address or fax number above.

Payment must be received two weeks prior to class to hold registration.
2300 Highland Avenue
2nd Floor
Bethlehem, PA 18020

Voice – (610) 868-8606
Fax – (610) 868-8607


