Church of St. Raphael — St. Michael Catholic Church- St. Albert’s Catholic Church

GREEN BAY MISSION TRIP 2010 — July 5-10
PARENTAL CONSENT FORM & INDEMNITY AGREEMENT

Student/Participant Name:

Date of Birth: __ / /  Sex:M/F Grade im&al (2010-2011) o/ 10"/ 11"/ 12"

Parent/Guardian Name

Home Address

Home Phone Il Plome

Email:

Please let us know your T-Shirt Size: S, M, L, XL, XXL, XXXL

Date of Event/Field TripJuly 5-10, 2010
Type of Field Trip:Green Bay 2010 Mission Trip

Destination:Green Bay, Wisconsin

Student Cost$125.00 per participant

Individual(s) in ChargeBob Swift / Brigitte Dubay / John O’Sullivan /

l, grant permission for

Parent oraBlian Name Child Name

to participate in the above named activity and trauat that my child is in good health. In consat@m of my child’s participation, |
agree to indemnify th€hurch of &. Raphael, &. Michael Catholic Church, . Albert Catholic Church, and the Archdiocese of S.
Paul & Minneapolis from any claims or law suits brought against @frch of &. Raphael, and the Archdiocese of &. Paul &
Minneapolis by myself, my child or others, that arises outnf behavior by my child at the event/activity désed above. | also
agree to pay reasonable attorney’s fees or expeénsesed by theChurch of &. Raphael, &. Michael Catholic Church, &. Albert
Catholic Church, and the Archdiocese of &. Paul & Minneapolis in defense of such a claim/suit. Should photosideo be taken, |
give my permission for the use of my child’s imagel /or likeness in any promotional or other marigeactivities relating to the
youth ministry programs dfhurch of . Raphael, S. Michael Catholic Church, and &. Albert Catholic Church.

EMERGENCY MEDICAL TREATMENT : In the event of an emergency, | give permissiotiansport my child to a hospital
for medical treatment. | wish to be advised ptmany further treatment by a doctor or hospital.the event of any emergency, if
you are unable to reach me at the above numbeargato

Name Emergency Phone Number

MEDICAL INFORMATION : (Please provide a copy of the medical insuramacd)c

Medication my child is taking at present

Family Health Plan carrier number

Family Doctor n®humber

As Parent or Guardian, | agree to all of the atstged considerations and conditions.

Parental Signature Date



MEDICAL MATTERS : | hereby warrant that to the best of my knowledge/ child is in good health, and | assume all
responsibility for the health of my childOf the following statements pertaining to medicalmatters, sign only those that are

applicable.)

Medical Treatment: In the event it comes to the attention of @leurch of &. Raphael, &. Michael Catholic Church, S. Albert
Catholic Church its officers, directors and agents, and the Arcbelse of Saint Paul & Minneapolis, chaperons, oresgntatives
associated with the activity that my child becoritlesith symptoms such as headache, vomiting, soreat, fever, diarrhea, | want to
be called.

Signature: Date:

Medications: My child is taking medication at present. My chitill bring all such medications necessary, anchsmedications will
be well-labeled. Names of medications and condiseciibns for seeing that the child takes such waiins, including dosage and
frequency of dosage, airdicated on attached Prescription Drug & Medical Authorization Form.

Signature: Date:

No medication of any type, whether prescription or non-pres@iptmay be administered to my child unless theasion is life-
threatening and emergency treatment is required.

Signature: Date:

| hereby grant permission faron-prescription medication (such as non-aspirin products, i.e. acetaminopheibuprofen, throat
lozenges, cough syrup) to be given to my childeémed appropriate.

Signature: Date:

Specific Medical Information: Church of &. Raphael, . Michael Catholic Church, &. Albert Catholic Church will take reasonable
care to see that the following information will beld in confidence:
Allergic reactions (medications, foods, plantseuts, etc.):

Immunizations: Date of last tetanus/diphtheria immation:

Does child have a medically prescribed diet?

Any physical limitations?

Has child recently been exposed to contagious siéseaconditions, such as mumps, measles, chickeppn? If so, date and disease

or condition:

You should be aware of these special medical cmmgitof my child:




CODE OF CONDUCT
The following are a few rules that all participaate expected to follow while participating andresgnting
Church of S. Raphael, . Michael Catholic Church, S. Albert Catholic Church in this event sponsored by
Church of S. Raphael, . Michael Catholic Church, &. Albert Catholic Church on July 5-10, 2010.

Please read and sign.

l, , WILL:

Printed Name of Youth Participant

= Treat all other persons with respect and not cangententional harm (physically, emotionally, girgually) to
any person in any way.

= Respect the property of others, including all paogifacilities and property.

= Follow all appropriate instructions of all persohaigling in this event, including, but not limitéa, chaperones,
support staff, transportation personnel and admnatisn.

= Be ontime for all check-ins and departure time.

* Not have in my possession any tobacco, alcohohpicantrolled illegal substance

| agree that if any of these terms are viola@yrch of &. Raphael, S. Michael Catholic Church, S. Albert Catholic
Church can send the participant home at the participaatilian’s expense.

Youth Participant Signature Date

Parent/Guardian Signature Date

SPACE IS LIMITED FOR THIS MISSION TRIP
REGISTER ASAP TO RESERVE YOUR SPOT
Please return this form and the $125.00 fee to the

Parish Youth Ministry Office by: Eriday May 7, 2010




Church of St. Raphael, St. Michael Catholic Church, St. Albert Catholic Church

PRESCRIPTION DRUG AND MEDICINE AUTHORIZATIONS
(USE THIS FORM ONLY IF MEDICATION IS TO BE GIVEN DU RING THE EVENT)

Any prescriptions or over-the-counter medicine musbe in the original, labeled container and
stored under lock and key.

The following information must be completed beforanedicine is given.

Student Name

Name of Prescription/Medicine

Prescribing Doctor

Amount of Dosage

Times to be Given

Duration of Prescription

, , hautlgorize the MISSION TRIP NURSE to
Par@uardian

dispense medicine to as directed above.
Student

Signature of Parent/Guardian Date






