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This student is in good health and not suffering from
 any illness that w

ould prevent 
him

/
her from

 participation in norm
al activity.  I hereby authorize retreat leader 

to call an authorized doctor to adm
inister m

edical aid and treatm
ent at any tim

e 
w

hen they believe an em
ergency exists.

Parent/
G

uardian Signature:  ________________________D
ate: ________

H
ospital Plan:  ________________________________________________

Policy/
G

roup N
um

ber:  _________________________________________

A
llergies: ____________________________________________________

____________________________________________________________

Last Tetanus Shot:  ____________________________________________

STU
D

EN
T C

O
M

M
ITM

EN
T

I agree to have a good attitude, be respectful of all leaders, and to follow
 all rules 

laid out at the retreat. I understand that failure to abide by these guidelines m
ay 

result in the loss of privileges or rem
oval from

 the retreat.

Student signature: _____________________________________________
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Kalahari Retreat ‘18
Registration/

M
edical Form

C
H

U
RC

H
 N

A
M

E:_________________________________

N
am

e:  _________________________________________________
                    (Last)                                   (First)              (M

.I.)

G
ender:       M

       F    D
ate of Birth:  ___________  G

rade:  ____

School: _____________________________________________________

A
dult T – Shirt size:________

People I w
ould like to room

 w
ith: _________________________________

____________________________________________________________

Parent or G
uardian:  ___________________________________________

A
ddress:  ____________________________________________________

C
ity:  _________________________ State:  ______ Zip:  _____________

Phone: _______________________ C
ell:  _________________________

Em
ail: ______________________________________________________

Em
ergency C

ontact:  ___________________________________________

Relationship:  ________________________Phone:  __________________
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