St. Theresa Parish
LIFE TEEN RETREAT
Permission, Health, and Medical Release Form

#_____

To be completed by youth and parent
Teen’s name_________________________
Birthdate_______________________
Address_____________________________
Phone__________________________
_____________________________
Grade______
Email_______________________________
Shirt size_____
Father’s name________________________
Home Phone_____________________
Place of Business______________________
Business Phone___________________
Cell Phone_______________________
Local person to contact in case of an emergency
Name_____________________________
Home Phone ___________________
RelaConship________________________
Work Phone____________________
Cell Phone_____________________
I _________ hereby agree to fully parCcipate in the program and all acCviCes included. I am aware that
anyone caught with or involved with any incident involving DRUGS, ALCOHOL, or ANY OTHER ILLEGAL/
INAPPROPRIATE ACT, will result in my parent/guardian being called and I will be sent home at the
parent’s expense. I am also aware that if deemed necessary, the proper legal authoriCes will be noCﬁed
and necessary acCons will take place. Recognizing this acCvity is part of a church sponsored acCvity, I
promise to behave in a ChrisCan manner and to follow the instrucCons of all leaders
Your signature ________________________

Date _________________

To be completed by the parents/guardians of all youth par8cipa8ng in the event
I give my permission for __________________________, to aVend and parCcipate in the acCvity
sponsored by the Diocese of Phoenix through St. Theresa LIFE TEEN, I understand that my son/daughter
will be required to aVend the enCre retreat. I also authorize any emergency facility to administer any
emergency, ﬁrst aid and/or medical treatment and related costs at my expense. I further release holding
St. Theresa Community, the Diocese of Phoenix, LIFE TEEN, the priest of his designate or any adult
working with the youth responsible or liable for anything which may arise as a result of any injury my
son/daughter may sustain.
Physicians Name_______________________________ Phone _______________________
Name of Medical Insurance Company___________________________________________________
Address___________________________________________________________________________
Medical I.D.#_______________________________
Group #__________________________
My son/daughter is allergic to the following drugs:_________________________________
Aspirin or Tylenol may be given as a necessary (please specify):__________________________
My son/daughter has the following medical problems: _______________________________
As you drop your teen oﬀ, please have all their medicaCon prepared with direcCons to give to our nurse.
To the best of my knowledge, my son/daughter is not facing a personal crisis nor does he/she have
emoConal or physical problems which prevent aVendance at this Cme. I also state that all the above
informaCon is correct to the best of my knowledge.
Signature of Parent/Guardian: ________________________________ Date:______________________

