SPARK Spring Retreat at STMC in Panora, IA
(Please fill out both sides of this form)

I hereby permit   
____________________________________________

(Student’s Name)
To participate in the Fall retreat, Full-filled: 
April 21-23, 2017___
T-Shirt Size (Circle one):   

S        M       
L
XL 
XXL
My child attends:  ____________________________ high school and is in the ________grade.

Please send all communication regarding this event to the following email address/s:  
Parent email: _________________________________________________

Student email: ________________________________________________
· I agree to direct my child to cooperate and conform to directions and instructions of the supervisory personnel in charge of this event.  

· Should it be necessary for my child to have medical treatment while participating in this event, I hereby give the personnel permission to use their judgment in obtaining medical service for my child, and I give permission to the physician selected by the personnel to render medical treatment deemed necessary and appropriate by the physician.  I agree to be responsible for all charges related to the care given.

· I understand any insurance benefits that are effective have limited application.

· I understand if my child is found to have alcohol, any controlled substance, tobacco products or weapons in their possession, the personnel in charge will take appropriate action.  Inappropriate behavior will also be dealt with up to and including calling me sending my child home.
· This trip will be a smoke-free event for all participants including adults.

· I give permission for my child to participate in all the activities associated with this event.  
· I give permission for my child’s photo to be taken and used for the purpose of promotional material such as but not limited to the church website, Catholic Mirror, etc.

________________________________

____________
__________________________
Parent/Guardian Signature




Date


Home Phone #
________________________________
           ______________________________________

Address






City


          State
            Zip

___________________________

______________________________

Dad’s Phone Number (Work)



Mom’s Phone Number (Work)

___________________________

______________________________

Dad’s Phone Number (Cell)



Mom’s Phone Number (Cell)

In case of an emergency, and a parent cannot be reached please contact:

________________________________

______________________________
Name






Phone
Please Fill out BOTH sides
Specific Medical Information for:  (Student)___________________________________________ 

*The information requested is necessary to permit treatment at a medical facility.  Reasonable care will be taken to keep the information confidential.

INSURANCE INFORMATION ABOUT POLICY HOLDER:


Name of Policy Holder: ____________________________Policy Holders Date of Birth: ____________    


Insurance Company Name:   ______________________________________________


Insurance Company Phone #:  _____________________________________________

HEALTH/MEDICAL INFORMATION ABOUT STUDENT:


Participants Date of Birth:  ___________________    *Policy Number:  ________________________

Allergic reactions (medications, foods, plants, insects, etc.):  _____________________________

Immunizations:  Date of last tetanus/diphtheria:  _______________________________________

Medically prescribed dietary needs:  ________________________________________________

Any physical limitations:  _________________________________________________________

Does your child use any of the following devices: contact lens, hearing aid, glasses or asthma inhaler


Other:  _________________________________

Additional special medical or dietary conditions staff should be aware of: ___________________
_____________________________________________________________________________

_____________________________________________________________________________

Medications:  My child is taking medication at present.  YES/NO. 

If yes, my child will bring such medications necessary in original container and well labeled.  

Names of medications and concise directions must be on the label.  All participants will be responsible for taking their own medication for the duration of this event unless otherwise directed by parent.
My child is currently taking these medications (please indicate dosage and frequency):

__________________________________________________________________________________

__________________________________________________________________________________

Signature:  __________________________________________ Date:  __________________




         (Parent or Guardian)

I hereby grant permission for nonprescription medication (such as aspirin, non-aspirin, lozenges or cough syrup) to be given to my child, if deemed advisable.

Signature:  __________________________________________ Date:  __________________

                                                                                        (Parent or Guardian) 

(PLEASE FILL OUT BOTH SIDES)

