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VBS 2010 - Registration

Hiking the Way

an Expedition for the Whole Family

Saturday, July 31

Section 1

_____________________________________________ 

___/___/____
Child’s Name (First, Last)







    Date of Birth

________________________________              
__________

____________
Nickname (if used instead of first name)


Age


Grade
_____________________________________________________________________________

Street Address

_____________________________________________________________________________

City






State


Zip Code

_____________________________________________________________________________

Home Phone Number


            Parent’s Cell Phone 

_____________________________________________________________________________

Parent(s)/Guardian(s) Name(s)

_____________________________________________________________________________

Parent’s E-mail


_____________________________________________________________________________

Emergency Contact Name
                   Relationship


Telephone Number

_____________________________________________________________________________
Alternate Emergency Contact Name
      Relationship


Telephone Number


Section 2 -- AUTHORIZATION FOR MEDICAL TREATMENT  

This is authorization for my child/ward (name) _____________________________________.
I authorize the adult in charge during activities with First United Methodist Church, Stanley, NC, to consent to medical treatment when either I or my assignee cannot be contacted. I understand that every effort will be made to contact me before such action. I assume financial responsibility for emergency care.
________________________________________

_____________________
Signature of Parent/Guardian




Date
(over)
Section 3

HEALTH HISTORY 

Existing medical conditions:_______________________________________________________ 
_____________________________________________________________________________
Allergies:______________________________________________________________________
Physical restrictions:_____________________________________________________________

Any other important medical information _____________________________________________

Section 4
MEDICAL INSURANCE
_____________________________________________________________________________
Name of Insurance Company

_____________________________________________________________________________
Policy Number






Group Number

_____________________________________________________________________________
In Whose Name is the Insurance?






