
(one per child) 
 

Childès name: _____________________________________________________  Age: ______________________  

Street address: ___________________________________________________________________________________  

City: ____________________________________  State: _______________  ZIP: __________________________  

Home telephone: (________) __________________________________   

Parent/Caregiverès cell phone: ______________________________________________________________________  

Home e-mail address: _____________________________________________________________________________  

Date of birth: _____________________________________________________________________________________  

Last school grade completed: _______________________________________________________________________  

In case of emergency, contact: ______________________________________________________________________  

________________________________________________________________________________________________  

Mother:  ________________________________________________________________________________________  

Father:  ________________________________________________________________________________________  

Home church: ____________________________________________________________________________________  

Allergies or other medical conditions: _________________________________________________________________  

Medical Release:  
In case of a medical emergency, I understand every reasonable effort will be made to contact me.  In the event that I 
cannot be reached through reasonable efforts, I hereby give my permission to the physician selected by New Hope 
Church  to secure proper treatment or to hospitalize, to order injections, anesthesia, or surgery for my child.   
 
          

Signature (Parent or Legal Guardian)   Date 

July 14-18, 2008 

$15 
donation  

(Checks payable  
to New Hope 

church.) 

FOR OFFICE USE ONLY: 

Payment:    Check   Cash    Scholarship       Check # _________ 


