Our Lady of Peace Faith Formation 2016 Registration
Child’s Name

    Grade 

Sacraments

             Birthdate 


    Church and date of Baptism
               Level

    Needed     




   
1.__________________       ____                   _______                     __________                        ______________________
2.__________________       ____                   _______                     __________                        ______________________

3.__________________       ____                   _______                     __________                        ______________________

4.__________________       ____                   _______                     __________                        ______________________

5.__________________       ____                   _______                     __________                        ______________________

Mother’s Name ___________________________ Father’s Name _____________________________
Mother’s Religion_____________                       Father’s Religion_____________

Home Phone ___________________ Work Phone _______________ Cell Phone ________________

Home Address _____________________________ E-Mail Address ____________________________

Emergency Contact (Name & Number) ___________________________________________________

Parish you are registered with: ___________________________________
There is a $25 registration fee per family. For financial assistance, if needed please call the parish office at 892-6031.
For Office use/Paid ______
(TURN OVER)

MEDIA RELEASE FORM

I ___________________________, herby give permission for the personnel of Our Lady of Peace Parish to photograph, videotape and/or voice tape my child (ren)____________________________________________________(or allow area news reporters to do the same) for public information for promotion of internet or newspaper parish programs.  At no time will a child’s name, address, or phone number be given in any media form.
____ Please check here is YOU DO NOT give permission for the above child (ren) to be photographed or videotaped.

Parent Signature: __________________________________________ Date ____________________

MEDICAL RELEASE FORM

I _________________________________, authorize the treatment by a qualified and licensed physician of any condition which, in the opinion of the physician, is deemed necessary and appropriate.  This authority is granted only after a reasonable effort has been made

to reach me.

Name of Minor: __________________________________ Relationship to you: __________________________
Address of Minor: _________________________________ City: _________________________
Home Number: _____________________ Cell Number: ____________________________ Work Number: ___________________
Family Physician: ______________________________________ Phone: ____________________________
Physician Address: _____________________________________ City: ______________________________
List allergies, medications, or other pertinent information: _____________________________________________________________

____________________________________________________________________________________________________________

Health Insurance Data: 

Company: ___________________________     Policy: ___________________________________

Group: ______________________________     Contract: _________________________________

This authorization is completed and signed of my own free will with the sole purpose of authorizing medical treatment deemed necessary and appropriate by the treating physician.
Date: ______________ Parent or Guardian Signature: ___________________________________________________
