Cincinnati USY & Kadima

Ski Trip
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Name: _________________ Date of birth: ___________

Address: ________________________________________

Phone Number: _________________________________

Name of Parent or Guardian: ____________________

Congregation: __________________________________

Please list all of your child’s allergies & medications: _________________________________________________________________________

Will your child be taking any medication during this program? _________________________________________________________________________

Please list any special needs that may affect your child’s ability to participate in this program:

_________________________________________________________________________

CONSENT & RELEASE

 

I hereby authorize my child to participate in the USY/Kadima Citywide Ski Trip to Perfect North Slopes in Lawrenceburg, Indiana, sponsored by the USY and Kadima Groups of Northern Hills Synagogue, Congregation Ohav Shalom, Beth Israel Synagogue and Adath Israel Congregation on Monday, February 15, 2010.  I am aware of the risks of skiing, snowboarding, snow tubing, and all related activities, including the risk of injury, and certify that my child is physically capable of participating in this activity. I agree that United Synagogue Youth, the United Synagogue of Conservative Judaism, and the aforementioned synagogues, and their employees, volunteers, members, trustees, officers, and agents, shall not be held liable and shall be held harmless for any injury, loss or damages which my child or family members may sustain due to my child's participation in this activity or in transportation relating to this activity. If the employee or volunteer accompanying or supervising my child in or on this activity determines that my child needs medical attention, and cannot contact me at the telephone number listed above, then I authorize the volunteer to seek appropriate medical attention for my child.

In the event of emergency, I authorize the staff to obtain emergency medical treatment for my child, including transporting or sending my child to an available hospital or physician. I understand that I will be contacted immediately, as will my physicians.

Signature of Parent/Guardian: _______________________ Date: ___________

Please complete reverse side

In Case of injury or illness, every effort will be made to contact the parent or guardian. The following instructions will remain in force unless revoked by parent or guardian:

If injury or illness is minor, give child first aid? 

Yes ______
No _______

If injury is serious and parent cannot be contacted, do you wish your personal physician or dentist contacted? 


Yes ______
No _______

Name of Physician: __________________________
Phone: _______________

Name of Dentist: ____________________________Phone: _______________

Medical Insurance Carrier: _____________________________________

Number or other identifying insurance code: _________________________

If you cannot be reached in case of emergency, give the names of persons to be notified:

Name: ___________________ Phone: _____________ Alt. Phone: ___________

Name: ___________________ Phone: _____________ Alt. Phone: ___________

Authorized Pick-up

The following people, and only the following people, are authorized to pick up my child:

Name: _____________________________ Phone: ______________________

Name: _____________________________ Phone: ______________________

Name: _____________________________ Phone: ______________________

If there are any changes in this list, I will notify my youth advisor immediately.

Signature of Parent/Guardian: _______________________ Date: ___________

Parent’s Name (Please print): _______________________________________

Parent’s Phone: Home ____________ Cell: ____________ Work: ___________

