DEEPER 9
BONDEDRomans 5
Youth & Young Adult Retreat
December 8 – 10, 2017
[bookmark: _GoBack]Riverside Camp & Retreat Center


First Name _______________________________ Last Name ___________________________
Date of Birth: M ___ D ____ Yr _____		Gender: F ( ) M ( )
Home Address ________________________________________________________________
City _________________________________ State ________________________ Zip _______
Phone _______________________________ Email ___________________________________
Home Church _________________________________________________________________

In case of emergency, please contact:
Name _______________________________________________________________________
Relation to Registrant __________________________________________________________
Immediate Phone # ________________________ Secondary Phone # ___________________

***

Payment Information

Registration is not complete without FULL payment. Walk-ins based on space availability.
( ) Check # _____	( ) Cash		( ) Credit/Debit Card
Credit Card Number ____________________________________________________________
Expiration Date ___/ ______		Card Type (AmEx not accepted) _______ CVV # _____

Make checks payable to Love Fellowship Ministries, Memo: Deeper Retreat and mail to:
2245 W Bunche Park Drive, Miami Gardens, FL 33054


Retreat Consent Form

I _____________________________________, agree to be responsible for my behavior, to respect the safety of others and myself.

Date __________________________	Retreater’s Signature ______________________



In case of emergency, I understand that every effort will be made to contact me. If I cannot be reached, I hereby give the designated sponsor permission to act on my behalf to those administering treatment. I ___________________, hereby affirm and agree that I am the parent/guardian of a minor. I agree, on behalf of the minor named above to release and hold Love Fellowship Ministries Inc. harmless of any liability as a result of registrant’s activities during this event.

Parent/Guardian Name(s): ____________________ Signature __________________________


Any allergies or medical conditions _______________________________________________
Any needed medication? Yes / No _________________________________________________

Insurance Information:
Insurance Provider: _______________________   Account Number: _____________________
Primary Physician: ________________________  Primary Care #: _______________________


