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National Catholic Youth Conference 2019
Catholic Diocese of Youngstown
ADULT Individual Registration/Medical Permission Form

All Adults planning to participate in Diocesan Youth events MUST be in FULL COMPLIANCE with The Diocesan Child Protection Policy (DCPP) PRIOR to registration deadlines, including non-chaperoning young adults.
Please PRINT or TYPE all information, except signatures, and complete both sides of this form. 
Diocese    Youngstown    Region    6    Parish/School Group  _______________________________________

Legal First Name ____________________________________________ Middle Initial _____

First name as to appear on badge___________________________   Last Name ____________________

Email _________________________________

 
Date of Birth (mm/dd/yyyy) ___/____/_____ 

Address __________________________________________






 

City, State, Zip _____________________________________ Home Phone (_____)_____________________

Cell Phone: (_____)_________________________________ Texting Available?

Yes

No

Emergency Contact Name __________________________________________________________________

Emergency Contact Home Phone (_____)_________________ Alternate Phone (_____)_________________

Circle ALL that apply:

Male

Female

Group Leader

Medical Coordinator


Bishop     Priest     Deacon     Brother/Sister
Parent of attending youth

Asian/Pacific Islander
Black
    Hispanic
Native American
White

Multi-Ethnic
 Not Known
Other Ethnicity 




Young Adult Non-chaperone

Chaperone

Gluten Free
 
Sign Language Interpretation Needed 
 Scooter/Wheelchair Rental Information Needed 


Enhanced Listening Device Needed 

Large Print Program Needed 
Braille Program Needed 


Assistance Needed Getting Between Stadium/Convention Center
Please note: All areas utilized are not ADA accessible. Contact the OY&YAM if special arrangements need to be made.

Shirt size:
S
M
L
XL
XXL
XXXL

Chaperone/Adult Agreement
I understand that my participation in this program requires compliance with specific regulations and Code of Conduct as set forth by the parish, the diocese and the National Federation for Catholic Youth Ministry.  I agree to abide by all rules and regulations set forth.  Any infraction of the rules or regulations including—but not limited to—the possession of alcohol, drugs, or weapons may cause my dismissal from the program.  I am to be a role model for the youth.  I am also responsible for holding the youth to the Code of Behavior to which they agreed upon during registration. Furthermore, I confirm that I am in compliance with the Diocese of Youngstown Child Protection Policy and I have read and understood the NFCYM Form 14 for Adult Participants. 
Signature _____________________________________________________ Date _____________________

Chaperone Verification by the Parish/School DCPP Compliance Officer 
I verify that the above named person is in full compliance with the Diocesan Child Protection Policy (DCPP) for service at our parish/school. I submitted the information to the Diocesan Administrator in ____________(mo./yr.)

Signature _____________________________________________________ Date _____________________

Position Title 








(Continued on Back)

Medical Information  (Please check and sign ONLY those in accordance with your wishes.)
 FORMCHECKBOX 
 In the event of an emergency, I hereby grant permission to and obtain emergency medical or surgical treatment from a licensed physician, hospital, or medical clinic.  I hereby authorize medical personnel to release necessary information about my care to Cindee Case of the Diocesan Office of Youth & Young Adult Ministry, as well as my parish/school group leaders(s) named here _______________




________________________________________________________________________________________

Prior to treatment by the hospital or doctor, please try to contact:

Name _________________________________________ Phone (_____)_____________________
Relationship to you _________________________________________

Family physician _________________________________ Phone (_____)_____________________

(Please check one of the following) 

 FORMCHECKBOX 
 I am covered by hospitalization and medical insurance under policy # ________________________ issued by __________________________________________________________________________

 FORMCHECKBOX 
 I do not have medical coverage and I assume responsibility for the cost of hospitalization and medical care.

Signature _____________________________________________________ Date _____________________

 FORMCHECKBOX 
 I hereby warrant that to the best of my knowledge, I am in good health.  I do not want any medical treatment to be given to me under any circumstances.  I hereby assume all responsibility for my health and well-being and release from responsibility the Bishop of the Diocese of Youngstown, and ____________________________________ parish/school, and the agents, associates, and employees of the Bishop and parish who have organized or participated in the supervision of such program.


Signature _____________________________________________________ Date _______________
 FORMCHECKBOX 
 I wish to inform you of the following additional medical information and the recommended course of action (allergies, dietary restrictions, special conditions, etc.)_____________________________________________

_______________________________________________________________________________________.


Signature _____________________________________________________ Date _______________
NOTARY (REQUIRED) City/County of __________________________; State of ______________________

On this _______ day of _______________, 2019, before me personally appeared the adult named hereinabove, who is personally known to me or produced positive identification, and who executed the foregoing Individual Registration/Medical Permission Form, and 

acknowledged that he/she executed the same as his/her free act and deed. 

[NOTARIAL SEAL] 


Signature of Notary Public _________________________________________

My commission expires ___________________________________________


