Archdiocese of Boston

ST. JOSEPH GYM/SCHOOL YARD & MEMORIAL FIELD

Activity

St. Joseph Parish/St. Joseph EDGE/Youth Group

114 High Street, Medford, MA 02155, 781-395-1784

Parental Permission Form/Registration Form for ID

Name of Participant: _____________________________________ Male ____ Female_____

Address: ____________________________________________________________________

City: __________________________________ State: ______________  Zip: ____________

Date of Birth: ___________  Home #: (_____)______________Cell #: (_____)_____________

Work #: (______)__________Email Address: ______________________________________







   (Please make sure to indicate your email address)
School: ____________   

 Age: _______
   
Grade Sept. 2011 _______

INSURANCE INFORMATION

Family Health Insurance Company :_____________________________________________

Policy Number :______________________________________________________________

PARENTAL RELEASE

In signing this form, I hereby certify that the above information is correct and give permission for my child to be transported to and from this activity.  I give permission for the release of medical records to an attending physician in case of injury or illness.

In the case of medical emergency, I understand that every effort will be made to contact the parent(s) or guardian of my child.  In the event I cannot be reached, I hereby give permission to the physician attending my child to hospitalize, secure proper and necessary treatment for my son/daughter, as named herein.  

I hereby agree that the Archdiocese of Boston, the Office for Youth Ministry or St. Joseph Parish, assumes no liability for claims, which may arise out of this activity.

Signature of Parent or Guardian: _____________________________________

In Emergency call: ___________________________________ Phone: (______)___________




      (Please print name)

(Over)

Medical Information

Doctor’s Name:  ___________________________
Phone #:  ______________________

Dentist’s Name:  ___________________________
Phone #:  ______________________

Medical History:
Please indicate if the student has any significant medical problems, i.e., asthma, heart condition, etc.  If you medical conditions please write N/A.

____________________________________________________________________

Allergies:
Bee Stings


_____________________
If no allergies please











write N/A.



Dairy



_____________________



Penicillin/medications

_____________________



Peanuts


_____________________



Dust/mold


_____________________



Other



_____________________

Remarks:  __________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

