Youth Volunteer for Vacation Bible Camp

Permission/Health Form

Guardian Angels / Good Shepherd / St. Joseph’s
August 11-15, 2008
Service Hours: 8:30am-12:45pm

Other Dates of Service:

Saturday August 2, 2008 Training 10:00-11:30am; CSE 11:30-12:30pm

Sunday August 10, 2008, VBC set up 2:00pm- 5:00pm

Requirements: Youth must have completed 6th grade and be available for service times as listed above.

Deadline: Hand in permission/health form to Suzanne Stack, Margaret Churnetski, or Kathy Steiner no later than August 2, 2008

Youth Name____________________________________ Parent(s) Name ___________________________
Address_________________________________________________________________________________



(Street)





(City)



(Zip)
Home Phone#________________________cell_____________________work/cell____________________








(Youth)



(Parent)
E-mail address____________________________________ ______________________________________




(Youth)





(Parent)
Emergency Contact_______________________________________________________________________




(Name)



(Relationship to youth)

(Phone)

Family Physician/Clinic___________________________________________________________________




(Name)






(Phone)
Medications/Allergies/special needs-Please list here: ____________________________________________

________________________________________________________________________________________

I request that my child be allowed to participate in Vacation Bible Camp as explained above.  In consideration of my child’s participation, I agree to release and save harmless Guardian Angels Church, their employees and volunteers from any and all injuries and accidents resulting from participation.  I understand that the Church, including its employees and volunteers, offers no medical/dental coverage for participation in this activity.  As parent or legal guardian, I remain responsible for any such costs resulting from participation.  I herby certify that the above information is correct & give permission for my child to be transported in privately owned vehicles for medical emergencies only, and for the release of medical records to an attending health worker in case of illness.  I understand that every effort will be made to contact the parent/guardian.  If one cannot be contacted, I hereby give permission for a qualified physician to secure treatment for my child.

Parent/Guardian Signature_____________________________________Date______________


For Office Use Only			GA 	GS	SJ





Completed CSE________ Date_________ VCC signed ____________








