QUEEN OF PEACE CATHOLIC COMMUNITY
10900 SW 24™ Avenue
Gainesville, Florida 32607

Youth Group Registration Packet
2011-12
This packet is for all teens 9" 11™ 12" grode who wish to join Visions Youth Group.

There is a separate packet for Confirmation candidates

Our first meeting will be September 18, 2011. Parents can register their teen at this meeting, but it is

not the best time to do this.

The meeting will take place after the 5:30 Mass in the teen center. Dinner will be served for both teen

and parent(s).

Any guestions please email Ronnie Eisele at ronniechurchlady@yahoo.com

Or

Church phone 352 332 6279 X19



Confirmation Registration Form/Visions Youth Group 2011-2012

Name of teen last First Middle age grade as of 9/11
Address street city zip code home phone number
Email address you wish schedules and announcements sent {please print) t 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
Famnily 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?

tee 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 S Check # Cash




Diocese of St. Augustine
- parent Permission and Release of Liabiiity
Ministries and Agencies

Name of Child:

Name of Parent or Legal Guardian:

Name of Diocesan Entity: &./\\1\4 cEN < ¢ feace

Name of Program: \![?&H‘I 61?56.%;5‘ 7 Con £ !"f’/'%’iji?é’ﬁ
Beginning Date: S(?)f’ A0l —F (}ipf’ A T 2—
Ending Date:

Jt:******#*********************************#***************#******#**#***************

Please list any known allergies:

Physician’s Name: Telephone Number:

IIl!lllllllIlIlIIlllllll!IlIlIlIIIIII'!BlIIIl'llIlIlllllililll.llllllll’lllII!IIIIIIII

Eor 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 harmless 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 agreement is intended
to be as broad and indusive 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
unfikely event of an injury or iliness during this program and I agree {o pay any expenses incurred for
such treatment.

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

HR 10/2008



v Driozese of 84 Augustine
Fgrent / Guarcian Wizdical Release

Drate of Sirth

Dgrent / Guardian Nams:

Home Phone

=1 Auoustire = £ vein of feqaces

MEDICAL MATTERS: I herspy warrant thal o fne best of my knowledgs, mY chiid is in good health, znd 1 azsume
all responsibitity for the health of my child. (Oftne foliowing stRlemENtE perainng o medical mam=rs, sign on in

accoraance with your wishes)

Home AGJress:

Wame of Diocesan Bty

BIMERGENCY MEDICAL TREATMENT: In the zvent of an emeFEen I
named Dicczsan endny’s empicyees, volonresrs, oF FepresonIBiives seelr medicn} weanment o7 Y child named

oy, i herohy give mermission o ine above

shove.

in the event fhat [ cannos be reached in an omMETZEDDY, T hereby pive permission © {ne phyaisian eljsmial by fhe above
ramed Diocesan soiity’s represemialives 07 vohumtears 1o hospimalize, sscurs TOPET rearment for, end 1 ordsr inizchon
my child nemed zbove.

s / or gnestnegie and / OF SUFESFY for T

in the avent of &N SMETEENTY, I vou gre unable 1@ 72 i mme 2 The BDOVE NUMRET, SODIEE

Wame and Relarionzhip: :

Inoné

Famihv Doctor

Boiioy Numbss

Family Health Plan Carien

! ke fne foliowing sxcenton(s)

My Crild’s Medications /Dosages:
iedicanon: [rosege: Drozion

Tiosage: . Dinoan

Niedizal Frobiem or Condition {gile

Conditon: Syvmipioma

Signaturs 67 Pareit / parcian

OTHER MEDICAL TREATMENT: In fhe evem it ~pmes to the 2smntion of (e abave named Diosesan entiny’s
volumteers oF repressnianives fal my chiid brecames it with sEIDioms suzh az headache, vomiLIng. 0TS fhroat, fever,

o7 dimrrnee, | hersby give permission 107 averthe counter medicamion he agrmmistersd 1o oIy child according 10

girssions.
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