Year __________  


Queen of the Apostles Faith Formation

   Grade _________ 

	Last Name

          
	First Name

          
	MI

          
	Home Phone

          

	Street

          
	City

          
	Zip

          

	Date of Birth

          
	School
	Grade
	E-mail

          

	Mother/Guardian Last Name

          
	First Name

          
	Work Phone
	Cell/Pager

          

	Father/Guardian Last Name

          
	First Name

          
	Work Phone


	Cell/Pager

          

	Emergency Contact #1

          
	Relationship

          
	Home Phone

          
	Work Phone

          

	Special Learning Needs          
          

	Known Allergies:

          
	Medications:

          

	Chronic Conditions (e.g. epilepsy, diabetes)          
          

	Baptized? Yes   No               If Yes, Date:
	 Name/Address of Church

          

	First Reconciliation:  Yes   No   If Yes, Date:        
          
	Name/Address of Church          

	First Communion:   Yes   No    If Yes, Date:         
          
	Name/Address of Church          

	Confirmation:   Yes   No          If Yes, Date:         
          
	Name/Address of Church          
          

	Are you a member of Queen of Apostles?  Yes    No          


Queen of the Apostles Permission Slip
1.
I, the lawful parent or guardian of                                                              (the “child”), give permission for my child to participate in the activity described on the reverse.

2. 
I appoint the parish representative who is acting as leader of the activity as my attorney in fact to act for me in my name and my behalf, in any way that I would act if I were personally present, with respect to the following matters if any injury, illness or medical emergency occurs during the activity or related travel:   


(i)
To give any and all consents and authorizations to any physicians, dentist, hospital or other persons or institutions pertaining to any emergency medications, medical or dental treatments, diagnostic or surgical procedures or any other emergency actions as our attorney shall deem necessary or appropriate for the best interest of the child. 

  
(ii)
I understand that the parish representative will make a reasonable attempt to contact me as soon as possible in the event of a medical emergency involving my child.   

3.
This power of attorney shall lapse automatically upon completion of the activity and related travel. 

4.
I agree that the parish may use my child’s portrait or photograph for promotional purposes, website and other printed materials.     YES           NO
      
 I have carefully read this statement, and my signature acknowledges that I fully understand the content and meaning.

Parent Signature
_______________________________________Date___________________
