MEDICAL RELEASE FORM
Youth Empowerment Spirituality (YES) Conference Reunion 2015

This form is CONFIDENTIAL and will only be seen by the registrar and adult advisors.

Name:_________________________________________________________________   DOB:__________________________________________________________________     
Doctor:________________________________________________________________                                                                                                                                    
Insurance Policy Name & Number: _________________________________________                                                                                                                
Known Allergies: ________________________________________________________                                 
[bookmark: _GoBack]Medications taken during conference:_________________________________________

- - - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
Those under 18 must have a parent or guardian fill out and sign the following:

Parent/Guardian Name:_________________________________                                                                                                                                
Relation to Minor:______________________
Phone:_______________________________

Other Emergency Contact:_________________________________________                                                                                                                            
Relation to Minor:______________________                                     
Phone:_______________________________
 
I, the legal guardian of                                                                   give permission to participate fully in the Star Island 2014 Reunion from January 3rd-5th, 2014. I hereby give my consent and authority to the leaders and adult advisors at the conference to take any action they deem necessary to help ensure the safety, health, and welfare of my child. I also give my consent for any medical treatment if needed. I understand that the minor under my guardianship is required to follow all of the conference rules and understand the consequences if this youth breaks these rules.
Parent/Guardian Name (printed):_________________________________                                                                                                          
Parent/Guardian Signature:                                                                            Date:_____________
 
Minor will be leaving the reunion by means of:________________________________________                                                             
 
**If you have any questions/instructions in regard to your minor’s medications or health concerns, please contact: Cassidy Bissell at registraroftheyes@gmail.com or (774) 722-4523 
