2017 SKYG Winter Retreat
Waiver and Registration
(one child per form please)

1. Student Information / & 8

Name

First Last Preferred First Name for Nametag
Female Male Bithday _ / /  Age__ Grade entering fall 2017
Address
Street or PO Box City State Zip
Home Phone Parent Work Phone

Parent/Guardian Name Cell Phone

Email

Insurance Company Name

Phone Number Group/Policy#
Primary Physician Phone Number
PLEASE NOTE:

2 . Em eT9 en Cy C Oh’(a Ct / H] AJOE E_;l' i1 Emergency contact must be outside of household.

Name

First Last
Home Phone Work Phone Cell Phone

3. Allergies & Medications / &21z] & oFx4}

Allergic to: CIPenicillin CJAspirin [JBee/Ant Stings [ Other
Type of reaction:

Medical Information:State law requires all medicine be given and kept by the retreat health personnel. All medications must be in the
original container or packaging and only have the necessary dosage for the week. Please attach an additional sheet of paper if needed.

Please list medicine, dosage, and time to administer.
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1, legal parent/gquardian of the above named student, give permission for my child to participate in 2017 SKYG Winter
Retreat and promise that the student will obey rules and the guidance of the leaders. Furthermore, 1 grant permission
to receive necessary medical attention in case of emergency. | also understand that in case 1 need to cancel my
child’s regulation, I will not refunded unless 1 cancel by Feb. 8th. NO REFUND will be given after this date.

(PRINT Parent’s Name) (Parent/Guardian Signature) (Date)



