
St. Stephen’s Vacation Bible School
June 21- 25, 2010       9 AM - Noon          Ages 3 - 11

PARTICIPANT INFORMATION

NAME_______________________________________________________ BIRTHDATE___________________

ADDRESS_________________________________________________________________________________

EMAIL ____________________________________________________________________________________

PARENT/GUARDIAN ________________________________________________________________________

HOME PHONE _______________________ CELL PHONE(S)________________________________________

*** Please put me in a CREW with (one friend only, please) ___________________________________________

In case of medical emergency, where the above named person(s) cannot be reached, please notify:

Name______________________________________________Relationship_____________________________

City of Residence_____________________________________Phone _________________________________

Name______________________________________________Relationship_____________________________

City of Residence_____________________________________Phone _________________________________

PARENT’S SIGNATURE ________________________________________DATE _________________________

Registration $85/child  (Deadline May 1)

$85 REGISTRATION FEE PAID_______    Operation Kid-2-Kid Donation ________
         
Amount __________Check #_________________________ Date Received _____________________

*** We’re considering EXTENDED HOURS @ $10/hour. Are you interested? YES___  NO___

Return to: St. Stephen’s Church, 3 Bay View Ave., Belvedere, CA 94920
Contact Janet Ward, 518-8936, janeteward@gmail.com

mailto:janeteward@gmail.com
mailto:janeteward@gmail.com


Medical Authorization

I/we, the parent(s) or legal guardian of ___________________________, a minor, hereby authorize 
and consent to  any x-ray examination, medical or surgical diagnosis or treatment and hospital care 
which is deemed advisable by, and is to be rendered under the general or special supervision of any 
licensed medical personnel on staff of any licensed hospital. This authorization is given in advance of 
any specific diagnosis, treatment, or hospital care required, but is given to provide authority and power 
to render care, which is deemed advisable in the best judgment  of the physician.

Date_____________Signature ________________________________Relationship______________

Date_____________Signature ________________________________Relationship______________

Allergies__________________________________________________________________________

Medications_______________________________________________________________________

Special Needs _____________________________________________________________________

Family Physician _____________________________________Phone ________________________

Insurance Company ________________________________________________________________

Policy # __________________________________________________________________________

Photo and Audio Release

I give the Episcopal Diocese of California permission to take photographs, videotape and/or record the 
voice of ______________________________, a minor, and to use those images and recordings in 
diocesan publications only.

Date_____________Signature ________________________________Relationship______________

Date_____________Signature ________________________________Relationship______________

Adapted from the Participant Form, diocesan Department of Youth and Young Adult Ministries


