
	



             

INDIVIDUAL REGISTRATION 
  

FIRST NAME:____________________________   LAST NAME:____________________________ 

DATE OF BIRTH:_____________  AGE:_________ GRADE (next August):___________ 

MAILING ADDRESS:_______________________________________________________________ 

CITY:____________________________________ STATE:___________ ZIP:___________________ 

CONTACT NUMBER:_____________________   EMAIL:_________________________________ 

PARENTS NAMES:__________________________________________________________________ 

PARENTS PHONE NUMBERS:_______________________________________________________ 

CHURCH:________________________________   SCHOOL:_______________________________ 

MALE:____  FEMALE:_____        SHIRT SIZE:_________ 
    

COST  

$350 per student (includes conference registration, meals and lodging) 

Deposit of $100 is due APRIL 28th to secure spots 
Make checks out to TBC 

 
     FINAL PAYMENT is due May 26th 

ARISE Youth Conference July 14-19, 2024



 

INSURANCE COMPANY NAME:_________________________________________________________ 

POLICY HOLDER NAME:______________________________________________________________ 

POLICY NUMBER:_____________________________________ 

PARENTS SIGNATURE:________________________________ DATE SIGNED:____________________ 

EMERGENCY CONTACT:__________________________  PHONE NUMBER:_____________________ 

RELATIONSHIP TO STUDENT:_____________________ 

 

I,___________________________(print parent’s name) give____________________________ 
(print student’s name), my permission to aDend Arise Youth Conference July 14-19, 2024 in 
Pigeon Forge, TN with Trinity BapLst Church. 

List any allergies (food, medicaLons, etc.) that your child is allergic to: ____________________ 
_____________________________________________________________________________ 

List any physical health concerns that we should be aware of: __________________________ 
_____________________________________________________________________________ 

In the event of a medical emergency, I understand every effort will be made to contact 
parents or guardians of aDendees.   In the event I cannot be reached, I hereby give permission 
to the physician selected to hospitalize and secure proper treatment for and order injecLons 
and anesthesia or surgery for my child as named above.  I agree to the release of any records 
necessary for treatment, referral, billing, or insurance purposes.  I release Trinity Bap6st 
Church and ALL Directors/Leaders from any responsibility involving injury that may occur. 

Signature of Parent(s) or Guardian_____________________________  Date___________  

MEDICAL INFORMATION

Permission Slip & Medical Release Form






