
St. Sabina Youth Ministry 
8741 Arnold 

Dearborn Heights, Mi.  48127 
313-247-5635 

 
My son/daughter ___________________________ has my permission to go with the youth group on any 
one day event or outing during 2007-2008.  I hereby certify that the information on the front and back of 
this card is correct.  I release from any liability, St. Sabina Parish, St. Sabina Youth Ministry and any or all 
adult sponsors in the event of any accident enroute, during, and returning from these outings or events.  In 
consideration of my child being allowed to participate in the event, I agree to indemnify and hold harmless  
St. Sabina and any and all affiliated organizations, its/their employees, agents, representatives, volunteers 
and drivers, from any and all claims I or my child may have, excluding claims for intentional misconduct or 
gross negligence, arising from or relating to my child’s participation in this event. 
I authorize St. Sabina Parish to obtain necessary medical treatment for my child in case of illness, injury or 
accident, and I give permission for the release of medical records to an attending physician. 
 
 
(Print Parent’s name)                         (Signature of Parent)                       (phone)                           (date) 
 
Emergency Contact Person ________________________________________________________________ 
    (other than parent)                                      (phone) 
 
Could we contact you to chaperons an event once this year?  _____yes  ____No 
 
   Please fill out both sides of this form  

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Year of last immunization: 
DPT ___________   DPT Booster ___________________ 
Tetanus Booster ______________  Polio Booster ___________________  Polio Series ________ 
 
Operations or Serious injury (describe) ____________________________________________________ 
 
 
Allergies (please check all that apply): 
___ Hay Fever  ___Asthma ___Fainting ___Poison Ivy   ____Sulfa 
___Convulsions  ___Penicillin ___Bee Sting ___Aspirin   ____Other 
 
I give my child permission for Tylenol or Ibuprofen to be administered to my child.  ___yes ___no 
 
Present Medical problems: ______________________________________________________________ 
 
If any of the above are yes, explain the treatment and/or medications needed.  Medication will be 
dispensed by the adult staff: 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Health Insurance Co ______________________________  Policy No. ___________________________ 
Doctor’s Name __________________________________    Phone No. ___________________________ 
I hereby certify that the above information is correct. 
 
Parent Signature: _________________________________________ Date: _______________________ 
Notary:  ______________________________________________________________________________ 
  (Name)   (Commission expires) 
 
Notary Seal: 


