QUEEN OF PEACE CATHOLIC COMMUNITY
10900 SW 24" Avenue

Gainesville, Florida 32607

Confirmation Registration Packet
2011-2012

This packet is for all teens that are at least in the 10™ grade who wish to receive the sacrament of
Confirmation. If you desire to receive Confirmation and you are in the 11™ or 12™ grade, this packet is
for you. This packet also enrolls your teen in Visions youth group. Active participation in youth group, is
a requirement for the sacrament of Confirmation.

The first meeting will take place on September 25, 2011 4:00pm to 5:15pm in the teen center. This
meeting is for the teen, parent(s), and sponsor.

The first task for the candidate is to pick a sponsor. The sponsor should be an active Catholic, at least
sixteen years of age, and have been confirmed. The sponsor cannot be a parent. Itis encouraged that
the sponsor be active in the teen’s life and be present to share their faith journey.

The meetings will be on three Sundays, not counting the first informative meeting on September 25.
The meetings will take place on and off the campus of Queen of Peace. The time for the meeting will be
10am to 5pm, we then will attend the 5:30 Mass.

There is an overnight retreat required by the Diocese, for all candidates. if you cannot attend you must
attend another Confirmation retreat elsewhere in the diocese. Dates of the retreat will be on the
schedule given out on September 25.

All candidates must attend all three of these sessions in order to be prepared for the sacrament of
Confirmation.

*%%|\ ORDER TO RECEIVE CONFIRMATION ALL CANDIDATES MUST BE AN ACTIVE MEMBER IN QUEEN
OF PEACE YOUTH GROUP. WE MEET ON DESIGNATED SUNDAYS AT THE 5:30 MASS AND THE
MEETINGS FOLLOW MASS UNTIL 8:30 pm. EACH CANDIDATE MUST ATTEND AT LEAST TEN OF THE
TWENTY YOUTH GROUP MEETINGS AND ALL OF THE CONFIRMATION CLASSES. The teen center will
stay open until 9:30 pm if your teen wants to socialize or play in the gym after youth group.

Any questions contact Ronnie Eisele at ronniechurchlady@yahoo.com or 352 332 6279 X19.




Confirmation Registration Form/Visions Youth Group 2011-2012

Name of teen Last First Middie age grade as of 9/11
Address street city zip code home phone number
Email address you wish schedules and announcements sent {please print) 1 shirt size

Emergency phone contact

Special interests or hobbies school attending
Family information

Father’'s name Mother's name

Father's phone Mother’s phone

Do Mother and Father live together? Yes/No
Family registered at Queen of Peace Yes/No
Is family registered at Queen of Peace Yes/No

Teen baptized at Queen of Peace? Yes/No When?

Fee for Youth Group $50 per teen
Fee for the sacrament of Confirmation and group  $155.00 per teen

Make checks out to Queen of Peace

Fees $ Check # Cash




Diocese of St. Augustine
parent Permission and Release of Liability
Ministries and Agencies

Name of Child:

Name of Parent or Legal Guardian:

Name of Diocesan Entity: &\4 e <C £ \ﬁt’d iy o
Name of Program: \'I,[/‘LLH’I 6@&?‘9  Cmtr i'ﬁ/’?’?é’ij%m
Beginning Date: Sﬁf)?" A0l —3 CJ—fepf AL 2—-

Ending Date!

*********ﬂ****‘******************#**************—*****************#************‘***x-*

Piease list any known allergies:

Physician’s Name: Telephone Number:

For and in consideration of the above child being allowed to participate in this program, and other
valuable consideration, the undersigned parent, guardian, or legal representative, on behalf of the child
and the child’s parents, personal representatives, assigns, heirs and next of kin, do hereby reiease and
hold harmiess the Diocese of St. Augustine, Victor B. Galeone, as Bishop of St. Augustine, a corporation
sole, Bishop Victor B. Galeone, individually, and the above named diocesan entity, all organizers of this
" program, all volunteers, chaperones, employees and agents of the said parties, their personal
representatives or assigns, from any loss or damage on account of any injury to the person or the
personal property of the child, or death, caused by negligence or otherwise, while the said child is
engaged ‘in the above program, any activities of the program, and while being transported to and from
the program. The undersigned agrees that this release, waiver and indemnity agresment is intended
to be as broad and inclusive as permitted by the laws of the State of Florida, and that if any portion of
this Agreement is held invalid, it is agreed that the balance shall, notwithstanding, continue in full legal
force and effect, The undersigned parent, guardian or legal representative, further acknowledges that
he / she is authorized to enter this Agreement on behalf of the child, and the child’s parents, personal
representatives, assigns, heirs, and next of kin.

I further authorize any representative of this program to obtain medical treatment for my child in the
unlikely event of an injury or fliness during this program and [ agree to pay any expanses incuited for
such treatment.

(Parent / Guardian /Representative Signature) (Parent / Guardian / Representative Name)
(Date}
Home Phone: Work Phone: Cell Phone:

HR 10/2008



Driozase of 3t Augustine
Parent / Guardian Medical Reizase

Drare of Birih

Child's Name

Darent / Guardian Name:

Homez Phone

S Awgu:-,-ﬁ e — Cluren of feaces

Home Address

warne of Diccesan Eotin:
WEDICAL MATTERS: 1hersby wamant that to the best of my knowledgs, my cbiid iz in good health, and I sssume
a}] responsibility for the health of my child, (Of the followmg smtemznts pertaining 1o medical MALETs, gign on in

accordan e with your wishzs)

EMERGENCY MEDICAL TPEATWENT: In the even of an smerency, 1 hershy mive permission o e above

WmlesrT, OF TepreEsniatives 1o ssek medical treamnent for nry ohild named

named Drioczsan entiny’s empiovees, ol
abovz.

parrission © he phvsizian seiested by the above
reamment for, and o order injechion

cannoi be reached in an emergency, | nerapy give

in the event that |
aor volumtesrs o hespiralize, SeCUT2 Proper

named Diocesan =ony’s representatives
amd / oF Enesthesia and / ot surgery for my child nemed sbove.
in the svent of an emergency, I vou ars unabie ro reach me of the above number, COTIACT

Fhone

Name and Relationship:

Fanity Doztor

Poiicy Number

Fammily Flealth Plan Carmien

i make the following exception(s)

WMy Chiid 'z Mediserions /Dosages: -
W edication: Dogage: Dozton
Medization: R Dipsage: i oTion
Wiedical Probiem or Conditien (alisrgiss, giapesiesy:
Condivon: Symproms:
Physical Disebilities:

Date

Signaturs of Parent / Guardian

OTHER MEDICAL TREATRHENT: In the avant it comes to fne attention of the above named Dhocesan enlity’' s
volunteers or representatives fhat my child becomes I} with symptome such as headache, vomiting, sore throat, fever.
or digrrhez, | hereby give permission for aver-the counter medicanon io be adrministered 1oy chiid according 10

4irections.

Signature of Parznt/ Guardian Dere
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