OUR LADY OF SORROWS

CONFIRMATION REGISTRATION 2011-2012
PLEASE PRINT ALL INFORMATION 
STUDENT NAME:____________________________________________________
ADDRESS:________________________________
CITY ZIP__________________

PARENT’S HOME PHONE _______________________DATE OF BIRTH_________________
PARENTS’S CEL. PHONE _____________________________
PARENTS ALTERNATE PHONE ________________________
SCHOOL ATTENDING /GRADE:_____________________________/___________
PARISH ATTENDING:_________________________________________________
BAPTIZED YES______ NO______
FIRST COMMUNION (EUCHARIST): YES______ NO______
PARENT/GUARDIAN NAME (Please Print):_____________________________________________
STUDENT LIVES WITH (If with both parents please list both names):

_______________________________    ____________________________________

 Parent E-Mail Address_____________________________________

*ALL PAPERWORK MUST BE TURNED IN BEFORE YOUR CHILD CAN ATTEND CLASS

*TODOS LOS PAPELES SE DEBE ENTREGAR ANTES DE QUE SU HIJO/A PUEDE ASISTIR LAS CLASES.

— — — — — — — — — — — — — — — — — — — — — — — — — — — — — — 
OFFICE USE ONLY:

Fee is $65:00 per student per year (pay one year at a time)

1st year student 

CK#__________ CASH__________

2nd year student 
CK#__________ CASH__________

Baptismal certificate 
received ________________

Student Parent Statement Form ________________

Health & Medical Form ________________

Driver Authorization Form ________________

Sponsor information sheet _________________

Received by_______________________ Date___________

HEALTH AND MEDICAL RELEASE FORM

  Name_____________________________________________
Date of Birth________________________
Address___________________________________________ Female ___________ Male ________

City_______________________________________________ Phone___________________
Physician or Clinic:____________________________________________________________________
Address____________________________________________ Phone:___________________________
Is this participant in general good health and able to participate in all activities involved in this program?

YES ________ NO _______ (If no, please submit a statement indicating limitations.)

Please list any health information that might be needed by Our Lady of Sorrows Confirmation
Team or emergency personnel: allergies or other chronic conditions, recent or current illness or injury, tetanus status, and so on.______________________________________________________________
_____________________________________________________________________________________

Please list any medications that your teen will be taking while in our program.

____________________________________________________________________________________________

IMMUNIZATION HISTORY: (Please give dates)

DPT________ DPT BOOSTER _________ TETANUS BOOSTER __________POLIO SERIES _________ POLIO BOOSTER ___________

ALLERGIES (Please write yes or no next to each)

Hay Fever ________ Asthma _________ Poison Ivy _________ Sulfa _________ Convulsions __________

Penicillin _________ Bee Stings _______ Other _________

If any of the above are yes, please submit a statement of how the child has been treated and with what medication. Any

Medication not able to be self-administered must be listed on the back of form.

Operations or Serious Injuries: ________________________________________________ Dates: ______________

Please notify the Program Director if this child is exposed to any communicable disease during the three weeks prior to the event.

Does the participant have any special dietary needs. If yes please list in reverse side of form.

************************************************************************************************************************************

AUTHORIZATION TO CONSENT TO TREATMENT OF MINORS

I/We, the undersigned, parent(s) of                                                              a minor, do hereby authorize as agent(s) Our Lady of Sorrows Confirmation Program for the undersigned to consent to any X-Ray examination, anesthetic, medical or surgical diagnosis or treatment and hospital care which is deemed advisable by and is to be rendered under the general or special supervision of any physician and surgeon licensed under the provisions of the Medicine Practice Act of the medical staff of any licensed hospital whether such diagnosis of treatment is rendered at the office of said physician or at said hospital.
 

It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required, but is given to provide authority and power on the part of our for said agent(s) to give specific consent to any and all such diagnosis, treatment or hospital care which the aforementioned physician in the exercise of his/her best judgment may deem advisable. 

I agree that in the event my child is injured as a result of his/her participation in this event, including transportation to and from such activity through the negligence (active or passive) of the Our Lady of Sorrows Church, or any of any of its agents or employees, recourse for the payment of any resulting hospital, medical or related costs and expenses will first be had against any accident, hospital, medical insurance, or any available benefit plan of mine or my spouse.
___________________________________________________________

Parent/Guardian’s Signature

___________________________________________________________

Print Name

___________________________________________________________

Emergency Phone Number

Student and Parent Statement Form

RETURN SIGNED FORM TO PROGRAM DIRECTOR

By first class

STUDENT’S STATEMENT

THIS IS TO CERTIFY that I have read the Program Handbook and hereby agree to abide by

the rules and regulations contained in the handbook at all times while attending any confirmation

activities here at Our Lady Of Sorrows. I also understand that if I do not adhere to these

guidelines appropriate actions will be taken including termination from program.

STUDENT’S SIGNATURE ____________________________________DATE ___________

PARENT OR GUARDIAN’S STATEMENT

I have read the Student Handbook and give my consent for _____________________ to attend

Our Lady Of Sorrows Confirmation activities. I hereby pledge my cooperation in urging that

my daughter/son observe the rules and regulation which are prescribed by Our Lady Of

Sorrows confirmation program.

PARENT/GUARDIAN’S SIGNATURE ___________________________________________

 DATE___________

Our Lady Of Sorrows Confirmation Program

Driver Authorization Form

I,_______________________, parent/guardian of_____________________, give permission

for my child to be taken home from confirmation class by listed driver below. If listed

driver should change, I will notify you immediately in writing.

parent/guardian signature

_______________________________________
Date ____________________________

You have my permission to release my child to:

1. ______________________________

2. ______________________________

CONFIRMATION FORM FOR SPONSORS

Name of Sponsor_______________________________________________________

Address_______________________________________________________________

Street_____________________________________ City______________________ Zip Code________
Phone number (Home)____________________ (Cel.) _________________________

Are you a registered member of Our Lady of Sorrows Parish?_________________

If not, which Parish are you registered with?__________________________________

When and where did you celebrate the Sacrament of Confirmation?  (Certificate required)
_____________________________________________________________________

_____________________________________________________________________

Why do you believe are your qualifications to be a sponsor?

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

Do you feel comfortable sharing your faith experiences and development with your

youth and the confirmation community?_____________________________________

Name of the candidate you wish to sponsor__________________________________

Candidate is: Year 1________ Year 2____________

Are you able to attend the meetings scheduled for sponsor participation?___________

Are you able/willing to contact your youth at least once a month to check on his/her

progress?____________

I have read the sponsor role and responsibly form and feel I am qualified to be a Sponsor for

Confirmation

_______________________________________________________
Signature of Sponsor

Sponsor Role and Responsibilities

The sponsor is:

A model of how a person of faith lives in today’s world

A friend who knows the candidate and can witness to the maturing of the candidate before

the community

A guide, confidant, and listener

A learner who is interested in his or her own growth as he or she walks the faith journey

with the candidate

One who will continue after to walk the faith journey with the candidate and invite him

or her into fuller participation in parish life and service.

A sponsor must be a fully initiated Catholic (one who has celebrated Baptism, Confirmation,

and Eucharist) who “leads a life in harmony with the faith and role to be undertaken.”

A sponsor must not be bound by any church penalty.

A sponsor must not be the parent of the one to be confirmed.

A sponsor must be 18 years or older.

A sponsor must attend required classes and required mass dates with candidate.

AUTHORIZATION TO CONSENT TO TREATMENT OF MINORS

I/We, the undersigned, parent(s) of                                                              a minor, do hereby authorize as agent(s) Our Lady of Sorrows Confirmation Program for the undersigned to consent to any X-Ray examination, anesthetic, medical or surgical diagnosis or treatment and hospital care which is deemed advisable by and is to be rendered under the general or special supervision of any physician and surgeon licensed under the provisions of the Medicine Practice Act of the medical staff of any licensed hospital whether such diagnosis of treatment is rendered at the office of said physician or at said hospital.
 

It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required, but is given to provide authority and power on the part of our for said agent(s) to give specific consent to any and all such diagnosis, treatment or hospital care which the aforementioned physician in the exercise of his/her best judgment may deem advisable. 

I agree that in the event my child is injured as a result of his/her participation in this event, including transportation to and from such activity through the negligence (active or passive) of the Our Lady of Sorrows Church, or any of any of its agents or employees, recourse for the payment of any resulting hospital, medical or related costs and expenses will first be had against any accident, hospital, medical insurance, or any available benefit plan of mine or my spouse.
___________________________________________________________

Parent/Guardian’s Signature

___________________________________________________________

Print Name

___________________________________________________________

Emergency Phone Number

