
Student’s Full Name______________________________________________________________________
Mailing Address___________________________________________________________________________


  _________________________________________  Zip_______________
Home Phone#_____________________________             Cell Phone#____________________________
E-mail ___________________________________________________________________________________
Male/Female_________
Age______
Date of Birth________________   Entering Grade________
Parent or Legal Guardian Information

Name___________________________________________________________________________________
Home Phone#_____________________________
Cell Phone#________________________________
Street Address______________________________________________________________  Zip _____________
E-mail ____________________________________________________________________
Business/Employer Name__________________________________________________________________

Business/Employer Address ________________________________________  Zip_________
Business/Employer Phone#__________________________________________
Emergency Contact Information
(Please be sure of your Emergency Contact’s availability during your child’s stay at the Chalet)

Name _______________________________________________  Relationship_________________________
Home Phone#_________________________________
         Cell Phone#_____________________________
Street Address______________________________________________________________  Zip__________
Over

Student’s Medical Information
Name of Physician___________________________________________   Phone#_______________________
Name of Dentist/Orthodontist__________________________________   Phone#_______________________
Insurance Company____________________________________________  Phone#__________________
Policy#__________________________________________   Type of Coverage_________________________

Address___________________________________________________________   Zip______________
Bee Sting Reactions?      ( No      ( Yes     Explain_______________________________________________
Allergies? (ie. food, pollens, etc – list drug allergies below)   ( No    ( Yes    If yes, list & explain reaction:
______________________________________________________________________________________
______________________________________________________________________________________

Drug Allergies?      ( No      ( Yes     Specify____________________________________________________
Any medications to be continued at retreat?      ( No      ( Yes    If yes, please list & state dosage amt & 
time to be taken:______________________________________________________________________
_____________________________________________________________________________________
Any diet restrictions to be followed at retreat?      ( No      ( Yes
If yes, please explain:

_____________________________________________________________________________________
Date of last tetanus shot:________________________________

Ever had/has:   ( seizures     ( asthma     ( heart disease     ( diabetes     ( homesickness

Explain_______________________________________________________________________
Any physical, emotional, mental or behavioral concerns or limitations our staff should be aware of? 

( No      ( Yes     Explain_____________________________________________________________________











I hereby give my permission to a representative of Northlake Community Church to administer the medication identified above, and for my child to receive the following over-the-counter medicine, in dosages recommended on packaging if deemed necessary, (such as Tylenol, Benadryl, cough drops, cough medicine, Pepto-Bismol, etc.):





________________________________________		____________________


        Signature of Parent or Legal Guardian				  Date





 


For students under 18 years of age……





IN CASE OF MEDICAL EMERGENCY, I understand that every effort will be made to contact me as a Parent or Legal Guardian.  In the event that I cannot be reached, I hereby give permission to the physician selected by the Retreat Director to hospitalize, secure proper treatment for my child, and to order injection, anesthesia, surgery, or other medical procedure(s) as deemed necessary by the physician.











________________________________________		____________________


        Signature of Parent or Legal Guardian				  Date














NORTHLAKE COMMUNITY CHURCH


2012 Firs Chalet Retreat 


February 17-20  $152








To reserve your spot at the retreat, you must do the following:





1) This form, and the permission/hold harmless agreement must be filled out & signed by a parent (or legal guardian, if applicable)


2) Registration Fee must be paid, (payable to NCC), & must be received by Sunday Feb 12 ~ Limited scholarships available


3) Please drop off/send all of the above to:  Northlake Community Church, 1471 McLeod, Bellingham WA 98226














