
*Fee 
*Includes 1 free shirt per child.  
$5 each for extra shirts. 

Per 

Child 

1 Child $30 

2+ Children From Same 
Family 

$25 

(Please Print)  

Child’s Name:________________________

 

Address:____________________________
     Street Name & #   
 

Gender (circle one):  M or F     Age:______

 

Last School Attended:_________________

      

Home Phone:__________________  E-mai

 

Home Church:_______________________

 

Would you like to volunteer (circle one)?  Y o
 

Father’s Name:_______________________

 

Mother’s Name:______________________

 

I, ___________________________, grant p
 Parent or Guardian’s Name  

to participate in this parish event.  This activit

volunteers from St. Edward the Confessor Chur

personal actions taken by the above named min

heirs, successors, and assigns, to hold harmless

and agents, and the Arch/Diocese of New Orlea

the event, from any claim arising from or in co

injury (including death) or cost of medical treat

directors and agents, and the Arch/Diocese of 

associated with the event for reasonable attorne

result of such injury or damage, unless such clai

 

Signature:___________________________

Youth Size:     XS     S     M     L

St. Edward the Co
2019 Vacation Bibl

Registration F
JULY 8-12 9 AM—

For children entering PreK-4 th
Limited enrollment!  Register Early!

________________________________________

________________________________________
 City  State  Zip 

_____ Date of Birth:_______________ 

_______________  Grade ENTERING (circ

    PK4     K     1     2     3 

ail:_____________________________________

_________________________________________

 or N   Would you like to donate a needed supply

_______________  Cell:____________________

_______________  Cell:____________________

t permission for my child, ___________________
     Child’s Na

vity will take place under the guidance and direction

urch Parish.  As parent and/or legal guardian, I remai

inor (“participant”).  I agree on behalf of myself, m

ess and defend St. Edward the Confessor Parish, its o

leans, LA, its employees and agents, chaperones, or re

 connection with my child attending the event or in co

eatment in connection therewith, and I agree to compe

of New Orleans, LA, its employees and agents and c

rney’s fees and expenses which may incur in any actio

laim arises from the negligence of the parish/diocese. 

________________________________  Date:___

  L or Adult Size:     S     M     L     XL     

Total $_________ 

Circle Size 

TURN OVER AND COMP

Confessor 
ble School 
 Form 
—NOON 
through 6th Grade 

y!  Deadline June 7, 2019 

_______ 

________ 

ircle one): 

 3     4     5     6 

_________ 

________ 

ly (circle one)?  Y or N 

_________ 

_________ 

_________ 
Name 

on of parish employees and/or 

ain legally responsible for any 

my child named herein, or our 

s officers, directors, employees 

 representatives associated with 

 connection with any illness or 

pensate the parish, its officers, 

 chaperones, or representative 

tion brought against them as a 

 

______________________ 

    XXL     XXXL 

PLETE SIDE 2 

Gender:

  2022 Vacation Bible School

Registration Form    
JULY 11-15 

y!  Deadline June 10, 2022

Grade ENTERING:

Age:



 
 

Liability Release and Medical Consent Form 
1.  Please take care in filling out this form.  It provides crucial information for caregivers in the event of illness or medical  

emergency.  Accuracy and thoroughness are encouraged. 

2.  Sections I, II, V, and VI are mandatory.  Sections III and IV provide you with treatment options in non-emergency situations. 
Participant’s Name:                                                                                     Birth date:       

 

SECTION I: MEDICAL MATTERS 
As the parent/legal guardian of the above named child, who is currently associated with St. Edward the Confessor Parish/School, I 

hereby authorize Erin Gass or her assistants to carry out the wishes I have named (herein) in areas of emergency medical 

treatment and other cases of illness.  This authorization inclusively extends from July 8, 2019 through July 12, 2019.  I hereby 

warrant that, to the best of my knowledge, my child is in good health, and I assume all responsibility for the health of my child. 

Signature:                                                                                                      Today’s Date:  ________________________________ 

 

SECTION II: EMERGENCY MEDICAL TREATMENT 
In the event of an emergency, I hereby give permission to transport my child to a hospital for emergency, medical, or surgical  

treatment.  I wish to be advised prior to any further treatment by the hospital or doctor.  In the event of an emergency, if you are 

unable to reach me at the numbers listed herein, contact:     

Name & Relationship:             Phone:  _________________ 

Family Doctor:                                                                                               Phone:  ____________________ 

Family Health Plan Carrier:          Policy #:    

Signature:            Date:      

 

SECTION III: OTHER MEDICAL TREATMENT 
In the event it comes to the attention of the parish, its officers, directors and agents,  chaperones, and the Archdiocese of New  

Orleans, chaperones, or representatives associated with the activity that my child becomes ill with symptoms such as headache, 

vomiting, sore throat, fever, diarrhea, I want to be called collect (with phone charges reversed to myself). 

Signature:                                                                                                        Today’s Date:  _______________________________ 

 

SECTION IV: MEDICATIONS  
(SIGN ONLY THOSE OPTIONS THAT ARE APPLICABLE) 

•  My child is taking medication at present.  My child will bring all such medications necessary, and such medications will be 

well-labeled.  Names of medications and concise directions for seeing that the child takes such medications, including dosage and 

frequency of dosage, are as follows:  ________________________________________________________________ 

Signature:                                                                                                         Today’s Date:  _____________________ 

 

•  I hereby grant permission for non-prescription medication (such as Tylenol, throat lozenges, cough syrup) to be given to my 

child, if deemed appropriate. 

Signature:                                                                                                          Today’s Date:  _____________________ 

 

•  NO medication of any type, whether prescription or non-prescription, may be administered to my child unless the situation is 

life-threatening and emergency treatment is required. 

Signature:  ___________________________________________________  Today’s Date:  _____________________ 

 

SECTION V: MEDICAL INFORMATION 
The parish will take reasonable care to see that the following information will be held in confidence. 
 

Allergic reactions (medications, foods, plants, insects, etc.):  ___________________________________________________ 
 

Does child have a medically prescribed diet?  _______________________________________________________________ 
 

Any physical limitations?  ______________________________________________________________________________ 
 

Is child subject to chronic homesickness, emotional reactions to new situations, sleepwalking, bed-wetting, fainting?   

____________________________________________________________________________________________________ 
 

Has child recently been exposed to contagious disease or conditions, such as mumps, measles, chickenpox, etc?  If so, date and 

disease or condition:  __________________________________________________________________________________ 
 

You should be aware of these special medical conditions of my child:  ___________________________________________ 

SECTION VI: PHOTO RELEASE 

I give permission for pictures taken of my child during the week to be used in future St. Edward the Confessor publications and 

publicity. _____  Yes _____  No 

Signature:  ____________________________________________________  Today’s Date:  ______________________ 

treatment  and  other  cases  of  illness.    This  authorization  inclusively  extends  from  July  11,  2022  through  July  15,  
2022. I  hereby 
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