CONFIRMATION RETREAT

Dahlonega, GA –April 26-April 28, 2019

FULL Name:  (PRINT!!!)__________________________________  PH#____________________
Address:
______________________________




______________________________


List Allergies & or /Medications*:___________________________________________________
* Please list the severity of allergies & suggested treatment. List any medical situations we may need to be aware of (diabetes, asthma, contacts,etc).        
     With this permission I understand that Dothan First United Methodist Church shall be held harmless from any suit, action, damages, or claims at law or otherwise, resulting from or arising out of any injury, accident, or illness which may befall me and/or my property while on this retreat. 

     The undersigned hereby authorizes church employees, or representatives to take such action as may be necessary for the medical care or treatment including the administration of medication, x-ray, anesthetic, medical or surgical diagnosis or treatment and hospital care which is rendered under supervision of any physician or surgeon licensed under the provisions of the Medical Practice Act on the medical staff of a licensed hospital, whether such diagnosis or treatment is rendered at the office of said physician or at said hospital.    This authorization may be presented to medical personnel without liability of said personnel to seek further authority.  In signing, I am also agreeing that my picture may be put on the youth website, in church publications, and social media, unless otherwise noted.

Signature________________________________________
Date_________________

Emergency Contact: Name__________________________
Ph #(____)____________
List your t-shirt size preference:  (Adult sizes)
S   M    L    XL    XXL

ADULT


CHAPERONES











