i APGirls Mt. Hermon Conference

GR“[% May 16 - 13, 2009

s  FOR OFFIC:A USE

ADDREDS: o =
‘ Rec'd:

PHONE: Paid:

E"MA"—I Ck #:-: -

l would like as my roommate. LT

T-SHIRT SIZE: X5 9 M L XL AGE-

The cost is $135 and includes a T-shirt.
Please make checks out to: ABGirls
Send this registration form, along with the registration fee to:
Kym Du Pont, Mt. Hermon Registrar, P.O. Box 244, Camptonville, CA 95922

For more information, please call Sherre Giles at 510/360-1093

The health information below must be fi\\ed out to be counted as a valid registration.
Without this form filled out, your daughter will not be able to attend the conference.

| give my permission to have my daughter receive treatment or medication in the case of an
emergency while attending the ABGirls Mt. Hermon Conference.

CONFEREE'S NAME:

Last First M
ADDRESS:
PHONE:
AGE: BIRTH DATE: SSN:

List any medications your daughter takes regularly. List name, dosage and frequency taken.

List any allergies and treatment. Describe reaction and required treatment for allergic reaction.

(over



Other concerns related to your daughter’s physical condition:

Date of last Tetanus shot:

In case of a serious illness or injury, | may be reached at the following phone numbers:
DAY: EVENING:

List below the names and phone numbers of two other persons who can be contacted in case of
an emergency:

Name Relationship Phone

HEALTH INSURANCE INFORMATION:

Name of Plan (please attach a copy of your insurance card):

Policy Number:

Address of Insurance Company:

Name of Policy Owner (parent/guardian):

Parent or Legal Guardian:

Your Name

Address:

Phone:

| understand that ABGirls of the West will treat this information as confidential and
release it only to the authorized healthcare professionals in the event that the minor
requires medical treatment. ABGirls of the West, nor any of its representatives is
not responsible for the accuracy of any of the information provided on this form.

| understand that as the parent or legal guardian of

(name of minor)
| am responsible for the expenses related to any medical or healthcare treatment
offered. Furthermore, it is my responsibility to follow-up with the appropriate
healthcare professionals in order to obtain accurate information regarding the
minor's treatment.

Date Your Signature as Parent/Legal Guardian



