Office Use Only 
Date Received 	________ 
Paid Cash 		___ 
Check 		___ 
Amount Paid 	_________ 
Girls Day Out Retreat Emergency Medical Release

This release form will apply to the December 13, 2014 Girls’ Day Out to be held at Holy Rosary Parish for girls in 5th – 8th grade.  Retreat is from 9a.m.-ending with 4:30p.m. Mass. Girls are to meet in the rectory basement at Holy Rosary Parish, 511 East Spring Street, St. Marys, OH 45885.   High school girls night out (if we have enough interest) begins with 4:30p.m.Mass – 10p.m. Must RSVP for High school retreat. Meet in the church cafeteria after Mass. Call Nan Mielke 419-300-1045 as an emergency contact or with questions. The retreat will be led by Nicolette Chmiel, consecrated woman of Regnum Christi and women from Holy Rosary Parish. Cost for the full day retreat is $25 per girl. High school retreat is $15 per participant.


Parents/Guardians: __________________________________________ _________________________________________ 

Address (Street/City/Zip) __________________________________/_____________________________/__________________ 

Home Number ________________________________ 

Cell Number _______________________________________ 

Emergency Contact Name and Number ________________________________ __________________________________________ 

Family Doctor____________________________ Phone _______________________ 

Medical Insurance Co. __________________________________ Policy No.______________________________________ 

Medical Plan Member Name _________________________ Phone: (h) _____________________ (w) _________________________ 

Medical Plan Member Birth Date ______________________ 

1st Child’s Name:_____________________________________________Grade:____________ Birth Date _______________________ 


Allergies___________________________ Medications ______________Chronic Conditions (e.g. epilepsy)_________________ 


2nd Child’s Name:_____________________________________________Grade:____________ Birth Date _______________________ 


Allergies___________________________ Medications ______________Chronic Conditions (e.g. epilepsy)_________________ 


3rd Child’s Name:_____________________________________________Grade:____________ Birth Date _______________________ 


Allergies___________________________ Medications ______________Chronic Conditions (e.g. epilepsy)_________________ 

ARCHDIOCESE OF CINCINNATI
PERMISSION, RELEASE AND MEDICAL POWER OF ATTORNEY (rev. 7-2005)
1. I, the lawful parent or guardian of (the “child/children”), give permission for my child to participate in the activity described on the reverse and release from all liability and indemnify the Archbishop of Cincinnati (“the Archbishop”), both individually and as trustee for the Archdiocese of Cincinnati and all parishes within the Archdiocese, and their officers, agents, representatives, volunteers, and employees from any and all liability, claims, judgments, cost or expenses, including attorney fees, arising out of any injury or illness incurred by my child while participating in or traveling to or from the activity. 

2. I agree to instruct my child to cooperate with the Archbishop or his agents in charge of the activity. 

3a. I appoint the Archbishop or his agents who are acting as leaders 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 agents of the Archbishop will make a reasonable attempt to contact me as soon as possible in the event of a medical emergency involving my child. 
3b. This power of attorney shall lapse automatically upon completion of the activity and related travel. 

4. I agree that the Archbishop or his agents may use my child’s portrait or photograph for promotional purposes, website and office functions. 


I have carefully read this statement, and my signature acknowledges that I fully understand the content and meaning. 


Signature of Parent or Guardian___________________________________ Date ______________ 


$25 per girl for 5th-8th grade

[bookmark: _GoBack]$15 per teen for evening retreat				_______ 	Total Cost 
