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AWANA Truth & Training Registration 2008-2009

Child’s Name___________________________________ Age________ Grade________

Parent/Guardian__________________________________________________________

Address_________________________________ Child’s Date of Birth______________

________________________________________

Email: __________________________________________________________________

Phone: ___________________________________ home   work   cell

Alt. Phone: _______________________________ home   work   cell

Alt. Phone: _______________________________ home   work   cell 

Church currently attending: ________________________________________________

Has your child been in Awana Club before?  ٱ Yes  ٱ No


If yes, which church? ٱ HABC  ٱ Other __________________________

AWANA Club Activity Permit for 2008-2009

As a parent or guardian, I do hereby authorize treatment, under the direction of any licensed physician, of the following minor in the event of a medical emergency which, in the opinion of the attending physician, may endanger his or her life, cause disfigurement, physical impairment, or undue discomfort if delayed.  The undersigned assumes the responsibility for any costs connected with such treatment.

I also give permission for the Awana leadership to take my child off-campus for special club activities with prior notification.

In consideration for the participation of the minor in Awana activities, I hereby release Harvard Avenue Baptist Church from any liability resulting from this participation.
Name of minor: ___________________________________________________ Relationship: __________

Names of Parents/Legal Guardians: _________________________________________________________

Address:  ٱ same as above 

__________________________________________

__________________________________________

Phone       ٱ same as above                            (_________)_________________________________

  




(_________)_________________________________

Family Physician_____________________________________ Phone: (_______)_____________________

Specific medical conditions, allergies, chronic illnesses:_________________________________________

______________________________________________________________________________________

Date of last tetanus shot: _______   ٱIf date not known, please check if child’s shots meet public school requirements

Other contact in case of emergency: Name ____________________________________ Phone(_____)____________

Signed: ____________________________________________________Date: ______________________________




For Awana Office Use Only: 


Dues:  PP  /  BTW


Vest:  ٱ


Book: ٱ


Leader:


Leader Parent? Y / N








