
VBS CHILD REGISTRATION FORM 

CHILD’S NAME:_________________________________ __ MALE / FEMALE    DOB: ____________ 

CHILD’S GRADE (COMPLETED)_________________________ 

IS THERE A FRIEND YOUR CHILD WOULD LIKE TO BE GROUPED WITH:________________________________________ 

PARENTS NAMES:___________________________________________________________________________ 

PARENT’S EMAIL: (PLEASE PRINT CLEARLY)_________________________________________________________ 

ADDRESS:_______________________________________CITY:______________________ZIP:_____________ 

PHONE:___________________________________  ____CELL:______________________________________ 

EMERGENCY CONTACT:_____________________________________PHONE:____________________________ 

DO YOU ATTEND A CHURCH REGULARLY? Y / N__IF SO, WHERE?__________________________________________ 

PLEASE LIST ANY ALLERGIES OR MEDICAL CONDITIONS WE SHOULD BE AWARE OF ABOUT YOUR CHILD 

________________________________________________________________________________________ 

STAFF OF HOPE CHURCH MAY WANT TO INTERVIEW, PHOTOGRAPH OR VIDEOTAPE YOUR CHILD/REN FOR USE IN PUBLICATIONS, TV 

REPORTS, CHURCH WEB PAGES AND PUBLIC PRESENTATIONS. PLEASE INITIAL ONE BELOW. 

______                    I GIVE PERMISSION FOR MY CHILD/REN TO BE PHOTOGRAPHED OR INTERVIEWED AND TO HAVE MY CHILD 'S NAME 

USED. 

______                    I GIVE PERMISSION FOR MY CHILD/REN TO BE PHOTOGRAPHED OR INTERVIEWED, BUT DO NOT WANT MY 

CHILD'S NAME USED. 

______                    I DO NOT GIVE PERMISSION FOR MY CHILD/REN TO BE PHOTOGRAPHED OR INTERVIEWED AND DO NOT WANT 

MY CHILD'S NAME USED. 

 
I/WE UNDERSTAND AND ACCEPT THAT HOPE’S LEADERSHIP HAS REASONABLE GOALS AND EXPECTATIONS FOR THOSE TAKING PART IN ITS 

PROGRAMS. SHOULD MY CHILD FAIL TO PARTICIPATE WITHIN THE RULES, I/WE UNDERSTAND THAT I/WE WILL BE CONTACTED AND WILL 

TAKE RESPONSIBILITY TO COME AND GET MY CHILD.  I/WE AGREE TO SUPPORT HOPE’S LEADERSHIP IN ITS DISCIPLINE PROCEDURES. I/WE 

WILL NOT HOLD HOPE CHURCH OR THE SUPERVISING ADULTS RESPONSIBLE FOR ANY INJURIES OR PROPERTY DAMAGE SUSTAINED ON THIS 

TRIP. I/WE AGREE THAT I/WE WILL NOT AT ANY TIME IN THE FUTURE PROSECUTE ANY ACTION AGAINST HOPE CHURCH IN CONNECTION 

TO THE ACTIONS THAT ARE HEREBY RELEASED AND WAIVED BY ME . 
 
 
PARENT’S SIGNATURE:_________________________________________________                  DATE: _________________ 

IF YOU HAVE ANY QUESTIONS, PLEASE CONTACT KATIE BLISS AT katie.bliss@hopechurchoakdale.com  OR 651.738.9652. 

 

 

 

mailto:katie.bliss@hopechurchoakdale.com


HOPE CHURCH  
PERMISSION TO ADMINISTER MEDICATIONS 

 
 

In the event that your child requires medications administered daily or in the event of an allergic reaction 

(rescue inhaler, epi pen, etc.), please fill out below information and send medication with your child in a 

labeled quart size Ziploc bag to be surrendered at the registration table at the beginning of the event. 

 

 

Medication Name ___________________________________________________________ 

Dosage  _________________________________________________________________  

Time/s to administer meds  _____________________________________________________ 

Date/s to administer meds _____________________________________________________ 

 

Medication Name ___________________________________________________________ 

Dosage  _________________________________________________________________  

Time/s to administer meds  _____________________________________________________ 

Date/s to administer meds _____________________________________________________ 

 

Medication Name ___________________________________________________________ 

Dosage  _________________________________________________________________  

Time/s to administer meds  _____________________________________________________ 

Date/s to administer meds _____________________________________________________ 

 

 

Medication Name ___________________________________________________________ 

Dosage  _________________________________________________________________  

Time/s to administer meds  _____________________________________________________ 

Date/s to administer meds _____________________________________________________ 

I give permission for Hope staff to administer the above medications for my child. 

 

Parent signature: __________________________    Date ____________________________ 

   



 


