
Ten Mile Community Church HIGH SCHOOL YOUTH WINTER RETREAT 2022
REGISTRATION FORM
Youth Name (Please Print) _____________________________________________ □ Male □ Female 
Birth date: ______________________ Grade: __________________________ 
Address: __________________________________________________________________________________ 
Best Contact Phone: _________________________________ Is this the youth’s phone? □Yes □ No 
__________________________________________________________________________________ 
Parent/Legal Guardian Name: ______________________________________________________________ 
Your Relationship to Youth: _________________________________________________________________ 
Best Contact Phone: ________________________________________________________________________ 

RELEASE AND CONSENT FORM (Minors 18 and under) 
I, ______________________________________________ the undersigned, give permission for my son/daughter _________________________________________to attend TMCC WINTER YOUTH RETREAT AT 10195 Timberrim Dr, Cascade, ID 83611. It is understood that reasonable caution will be taken by those persons in charge to prevent injuries. In consideration of my child’s being permitted to participate in the TMCC Youth Retreat, I personally and on behalf of my child, hereby release Ten Mile Community Church and their employees; volunteers, the coordinators and chaperones; from any liability for injuries or damages arising or resulting from participation in the TMCC Youth Retreat, in and/or transportation to and there from. In the event that I cannot be reached, I hereby grant permission for my son/daughter to be evaluated, diagnosed, treated and/or medicated in accordance with standard medical practice by licensed medical personnel. 
_________________________________________________ ____________________________ 
Parent or Legal Guardian signature Date 
Contact Phone Number: _______________________________________________ 
Alternate Phone Number: _______________________________________________ 
. 
















MEDICAL INFORMATION (Please Print) 
My son/daughter is allergic to (medication/ food/ other): _________________________________________ 
_______________________________________________________________________________________ 
My son/daughter must take the following medications and will be bringing enough medication for_______________. (Indicate medication, dosage, frequency, etc. Medication must be given to your parish adult chaperon to hold/administer): ___________________________________ 
_______________________________________________________________________________ 
You should be aware of these special medical conditions of needs of my child 
(Dietary, medical, mental health, walking assistance, bee sting allergies, other conditions): ______________________________________________________________________________ 
Please provide all necessary information about insurance: 
Insurance Carrier: ____________________________ Policy Carrier: ____________________________ 
Policy # _____________________________________ Benefit/Plan/Group # ________________________ 
In case of emergency notify: ___________________________ Relationship to youth: ______________ 
Phone: _______________________________ Alternate Phone:__________________________________
