Registration Form 
Senior High Youth Retreat at Camp Omega
Grades 9-12

Sunday, February 26th, 2012 1-5pm

Name: ___________________________________Grade: _______________
Address: ______________________________________________________

Home phone #: ________________________________________________

Parents’ Names: ________________________________________________

Parents’ Cell #: ________________________________________________

Home Church: _________________________________________________

Fee: $25/person (Please make checks payable to CVLHS)

Registration deadline is Friday, February 17th 
Send completed registration & medical release form (on the other side) with your check to CVLHS PO Box 346, Morristown, MN 55052

If you have any questions, please call CVLHS at 507-685-2636 or Mike Young, Development Director, at 507-330-0326

Please bring:

Winter coat, boots, hat, gloves, and snow pants for tubing

Cannon Valley Lutheran High School

Camp Omega Retreat Medical Release

Parents/Guardians: Please complete this form and return it by February 17, 2012.

Student’s name: ____________________________________________________________

Birth Date: ____________________________________ Grade: ______________________

Address: _________________________________________ Home phone: _____________

Parents’/Guardians’ Names: __________________________________________________

Parents’/Guardians’ work phone: _______________________________________________

Parents’/Guardians’ cell phone: ________________________________________________

Parents’/Guardians’ home phone: ______________________________________________

Parents’/Guardians’ email address: _____________________________________________

Emergency Contact Name: ___________________________________________________

Emergency Contact work phone: _______________________________________________

Emergency Contact cell phone: ________________________________________________

Emergency Contact home phone: ______________________________________________

In the event of a serious injury or illness, when the parent cannot be contacted, an ambulance will be called to take your child to the emergency room.

Physician’s name: ______________________ Dentist’s name: _______________________

Insurance company (write none if your student does not have coverage) and policy number:

_________________________________________________________________________

Allergies (please list any known allergies, including drug and/or food allergies):

_________________________________________________________________________

Current medications (please list medication and dosage): ___________________________ _________________________________________________________________________

Reactions to medications in the past (list medication and reaction): ____________________

_________________________________________________________________________

Any current or known health conditions (example: asthma, Attention Deficit Disorder, blood disorders, eye disorders, hearing loss, seizures, urinary, etc.): _______________________

_________________________________________________________________________

I hereby authorize the staff of Cannon Valley Lutheran High School or Camp Omega to administer medical aid to my child as needed during the CVLHS Camp Omega Retreat.

Signature: _____________________________________ Date: ______________________
