
EVENT REGISTRATION/PERMISSION and Medical Release Forms

Youth Name: Event: Fifth Annual Bishop’s Ball

The above named person has my permission to attend and participate in the above named activity/event sponsored by The
Episcopal Diocese of West Missouri. My child will be supervised by adult sponsors of this activity, and reasonable care and
precautions can be expected at all times. I represent and agree as follows: that my child is healthy and fully capable of
participation in said event without causing major risk or danger, illness, or accident to himself or herself or to others. I
acknowledge that I have read the information pertaining to this event especially the Community Covenant below and have
discussed it with my child. I agree that should my child break the rules of the Community Covenant and/or of the event staff,
then I will be responsible for removing my child from this event. I release The Episcopal Diocese of West Missouri to
record my child's likeness, via still photo, video, and/or audio recording, to be used for the sole purpose of promoting
diocesan youth events. I understand that these images may be published in pamphlets, newsletters and brochures, and on the
diocesan website, and I waive all rights for compensation.
Community Covenant:
Events are designed to build my relationship with God and each other through God. I recognize that by choosing to attend
this event I am choosing to follow all ground rules of the Community Covenant either stated here or at the event. While at
this event, I will try to the best of my ability to follow Jesus’ command to love my neighbor as myself. Because I want
myself, and others to have a great experience I will:

 Respect the other participants and their property
 Respect whoever is speaking
 Respect the adult leaders
 Respect the event staff
 Respect the people that I will be encountering at the event
 Respect myself
 Agree to remain with the group during activities.
 Agree to not commit acts of theft or violence.
 Always behave in a manner that is conducive to loving and building others up.

During this event I will be participating in activities that will lead to fellowship in the Body of Christ. The Book of Common
Prayer says that one of our duties to our neighbors is to “use all our bodily desires as God intended” Again, because I want
everyone to have a great experience:

 I agree not to use or possess any tobacco, alcohol, illegal drugs, or weapons while at this event. (p. 848, BCP).
 I accept that sexual activity is always prohibited.
 I realize that my choosing to break any of these ground rules or ones stated at the event will result in

consequences that potentially consists of my parents being notified, and if significant enough, being sent
home at the expense of my parents.

 I understand Covenant rules are non-negotiable.

Signature of Youth Participant Date Signed

Signature of Parent or Legal Guardian Date Signed

Street Address City State Zip code

Home Phone: Cell Phone:

Please Circle T-Shirt Size: S M L XL XXL Vegetarian: Yes No Graduation Year: ______

Parent Email: Youth Email:



Episcopal Diocese of West Missouri

YOUTH MINISTRY
Emergency Contact Information

In the event of a medical or other emergency, it is important that we be able to reach you as quickly as possible. Please list
emergency contact people, beginning with parents and legal guardians, in the order we should attempt to contact them, and
all phone numbers where they might be reached.

All information contained on this form will be kept strictly confidential, and shared with adult volunteers and medical
personnel only as necessary for safety.

PARTICIPANT

Name: Date of Birth:

Sex: M F Social Security Number:

EMERGENCY CONTACT INFORMATION

Name: Phone # (home)

Relationship to Participant: Phone # (work)

Phone # (cell)

IF PARENTS CANNOT BE REACHED

Emergency Contact 2: Phone #:

Emergency Contact 3: Phone #:

MEDICAL AID CONSENT FORM AND WAIVER

In the event my/our child becomes ill or is injured, I/we hereby give my/our consent to the bearer of this form to present it to
competent medical, paramedical, hospital, or hospital emergency room personnel. I/we also give consent that my/our child
receive such medical care and/or treatment as the bearer of this form and the above named healthcare personnel may find
necessary as a result of any illness, accident or medical emergency. If after such treatment (if required) is administered, it is
the opinion of any of the aforementioned healthcare personnel that said child does not require hospitalization; he/she may be
released to the bearer of this form.

In consideration of allowing my/our child to attend and participate in the Bishop’s Ball Event I/we on behalf of
myself/ourselves and on behalf of said child do hereby release and discharge The Episcopal Diocese of West Missouri, its
vestry, officers, ministers, staff, employees and agents, and anyone else connected with said church and the Bishop’s Ball
Event, of any and all known or unknown damages, injuries, losses, judgments and/or claims from any cause whatsoever that
may arise in connection with my/our child's participation in said volunteer program. Further, I/we do hereby agree to
indemnify and hold forever harmless The Episcopal Diocese of West Missouri, its vestry, officers, ministers, staff, employees
and agents, and anyone else connected with said church and the Bishop’s Ball Event against any loss, expense or judgment
said church or he/she may suffer or incur as a result of any claim or action that may be made or brought by or on behalf of
my/our child in connection with or arising out of or suffered during his/her participation in said volunteer program.

Parent(s): Home Phone:

Home Address: Work Phone:



Is the Participant taking any medication on a regular and ongoing basis? (If yes, please list with dosage and times to be taken.)

Medications: Dosage: Time to be taken:

Child's Blood Type: Last tetanus immunization:

Prescription medication will be locked, and only an authorized adult will dispense medications.

SPECIAL MEDICAL CONCERNS that might limit participation, or be important in a medical emergency?

Any allergies or food restrictions:

PRIMARY CARE PHYSICIAN:

Name: Phone:

Address:

HEALTH INSURANCE:

Medical Insurance Company: Policy No.: _

--------------------------------------------------------------------------------------------------------------------------------------------------

Date: Parent(s) Signature:

STATE OF ____________________ )
) ss.

COUNTY OF __________________ )

Subscribed and sworn to before me this _______ day of ______________________, 2005.

_____________________________________________
Notary Public

My commission expires:


