Adath Israel Family Retreat, May 21-23, 2010
Camp GUCI
Application deadline: January 15, 2010
Limited Space Available!!
Registration Fees Applications will be accepted on a space available basis!
2 participants -- $100
3 participants -- $150
4 or more participants -- $200

A $100 deposit is required at the time the application is submitted.

Please complete this form and return it to:  Attn: Hillary Hirsch, Adath Israel, 3201 E. Galbraith Rd. Cincinnati, OH 45236.   Make sure all signatures are properly affixed on the form and make your check payable to Adath Israel.  Registration is not complete until we receive your deposit
Refund policy: 
When notification is received on or before February 1 - full refund 



When notification is received from February 1 thru February 28 - 50% refund will be given



When notification is received after March. 1 - no refund will be given

*Notification must be received by phone at the Adath office.   (513) 792-5082 ext 103
Family Name_____________________________________


Adults:

Name:





Gender--  M F

Age:

T-Shirt Size: Adult -  S   M   L   XL


Name:





Gender--  M F

Age:

T-Shirt Size: Adult -   S   M   L   XL


Children:
Name:





Gender--  M F

Age:

T-Shirt Size: T-4  Y-S   Y-M   Y- L

Name:





Gender--  M F

Age:

T-Shirt Size: T-4  Y-S   Y-M   Y- L

Name:
Gender--  M F

Age:

T-Shirt Size: T-4  Y-S   Y-M   Y- L


Address


E-mail: __________________________________
City, State, Zip



Cell Phone:_______________________________


PLEASE CHECK THOSE PARTS OF THE SERVICE YOU WOULD LIKE TO LEAD:
​
	
	_____P’SUKAI D’ZIMRAH

_____TORAH SERVICE

_____TORAH READING


	_____ALIYAH

_____BIRKAT HAMAZON

_____PRAYER FOR ISRAEL 

 
	_____SHABBAT MINCHA

_____SHABBAT MAARIV

_____SHABBAT SHACHARIT
	_____SHABBAT MUSAF

_____HAGBAH

_____KIDDUSH FRI. NIGHT



______________________________________________
(______)________________________  (______)__________________________________

EMERGENCY CONTACT



HOME PHONE


BUSINESS PHONE


SPECIFY ANY FOOD OR OTHER ALLERGIES (use reverse side if needed)










HEALTH INS. CO.__________________________________POLICY # 








POLICY HOLDER’S NAME ​​​​​​​​​​​














ALLERGIES TO MEDICINE (use reverse side if needed)










MEDICAL POLICY: in case of medical and/or surgical emergency, I hereby give permission to the physician selected by the Adath Israel Youth Director or his or her designee to hospitalize, secure proper treatment for, and/or order injections, anesthesia, or surgery for any participant attending. This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists, concurring in the necessity for such surgery, are obtained prior to the performance of such surgery.

PARENT(s) SIGNATURE(s)___________________________________________________
DATE:



