
Application for LEGO ® Club Program

A.

Participant’s Name:  _______________________________________ Age:  ________  Grade:  _________

Parent(s) Name:  _____________________________________________________________________________

Address:  _____________________________________________________________________________________

City/Town:  ______________________________________________ State:  __________ Zip:  __________

Home Phone:  ___________________________________Cell:  __________________________________

Email:  ________________________________________________________________________________________

Participant’s Diagnosis:  ____________________________________________________________________

Is the participant aware of his/her diagnosis?  ___________________________________________

Please list any suggestions that may assist our staff in communicating and supporting the 
participant registering for the LEGO ® Program: 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

B.

If the participant is eight or older please continue with this section, otherwise continue to 
section C. 

We need your assistance in providing the best possible match of a peer mentor and your 



participant.  Please check off the following traits that you feel would be the best match for 
your child.  Please note that these choices do not guarantee an exact match .

______ Male _______ Attends the same school as your child

_______ Female _______ Attends a different school as your child

________ Direct  approach ________ Gentle approach

________ Sense of Humor ________ Quiet

________ Outgoing ________   Age 10‐12

________  Age 13‐15 ________  Age 16‐18

C.  

At the end of the session we leave time for snack and hanging out.   

Can your child eat a snack provided by Teamwork Wins? Yes No

Will you be providing a snack for your child? Yes No

Please list any allergies:  ________________________________________________________________

_____________________________________________________________________________________________

We strongly encourage that the participants attend independent of support staff.  
This is especially important in the eight and older group as our peer mentors, 
Autism Specialist and Adult Autism Assistants will be present for support.

Emergency Contact Information­(Can include parent)

Please list appropriate contact information during the times of this program

Name Phone:

____________________________________________ ________________________________________

Name Phone:

____________________________________________ ________________________________________

Payment:

For price of individual sessions or package of six-week sessions, please call:
Mary Herald, Director, TWW Connections Program at 267-325-0796.



Please make check payable to Teamwork Wins Ltd.  Thank you!

Please mail payment and registration form to:  

Teamwork Wins, Ltd. 

LEGO ® Club Program 

P.O. Box 42 

New Hope, PA 18938‐0042


