Wyomissing Church of the Brethren True North VBS Aug 3rd to Aug 7th, 2025

[bookmark: _GoBack]Participant’s Information
Name____________________________________________Gender________T- shirt size______________

AGE____________ Date of birth_____________________  Last school grade completed_________________
Address_______________________________________________________________________________
Emergency Contact name ______________________________Phone____________________________
 Relationship to Participant ________________________________________________
Name of Parent/Guardian Picking Up Participant____________________________________
 Phone Number to use_________________________________
Email address___________________________________________________
Medical Information
List Participant’s Medical Problems________________________________________________
List Any Special Accommodations, Activity Considerations 
 _____________________________________________________________________________
Known Allergies________________________________________________________________
Medical Release Consent
 I, the parent and/or legal guardian of _______________________________________ give permission for medical treatment of the above person in the event of an emergency illness and / or accident and I release Wyomissing Church of the Brethren (Wyomissing COB) and all volunteer personnel from all liability or medical expense incurred.  An effort will be made to contact me prior to any treatment.  Where contact cannot be made, proper medical personnel have my permission to proceed as determined by medical opinion. 
Media Release Consent
I, The parent and/ or legal guardian of ____________________________________ give Wyomissing COB and its employees and volunteers permission to print, photograph, and record my child for use in audio, video, film, or any other electronic, digital or printed media to increase public awareness of our ministry.  The photo or image will not be reproduced for commercial value or monetary gain.  I am also fully aware that I will not receive any monetary compensation for the use of any photo. I further release Wyomissing COB and its employees and volunteers of any liabilities, known or unknown, arising out of the use of this material.  Finally, failure to return this release form will constitute approval of the above request.
I have read the above medical and media release consents and fully understand its terms and conditions.
Parent/Guardian Signature_________________________________Date___________________
Parent/Guardian Printed Name _________________________________________
