The Church of St. Dunstan

Parent/Guardian Consent Form 

To Laser Quest

Newington, CT

Friday Feb. 26th 2010 – 7:30 at church – return at 10:30pm

Participant’s Name:________________________________________________Sex:____

Birth Date:______________________________________________________________

Parent / Guardian’s Name / DOB:____________________________________________

Home Address:___________________________________________________________

Home Phone/ Work Phone/Cell Phone:________________________________________

I, _______________, grant permission for my child, ________________ to participate in this parish event to LASER QUEST, NEWINGTON, CT . This activity will take place under the guidance and direction of parish employees and volunteers from the Church of St. Dunstan. 

As parent and/or legal guardian, I remain legally responsible for any personal action taken by the above named minor. I agree on behalf of myself, my child named herein, or our heirs, successors, and assigns, to hold harmless and defend the Church of St. Dunstan, its officers, director, employees and agents, and the Archdiocese of Hartford, its employees and agents, chaperones, or representatives associated with this event from any claim arising from or in connection with my child attending the event or in connection with any illness or injury (including death) or cost of medical treatment in connection therewith, and I agree to compensate the parish, its officers, directors and agents and the Archdiocese of Hartford, its employees and agents and chaperones or representative associated with the event for reasonable attorney’s fees and expenses which may incur in any action brought against them as a result of such injury or damage, unless such claim arises from the negligence of the parish/diocese. 

Medical Matters: In the event of an emergency, I hereby give permission to transport my child to a hospital for emergency medical or surgical treatment. 

Family Health Plan Carrier:_________________________________________________

Policy Number:__________________________________________________________

Family Physician: _______________________________________________

Allergies/Medical Conditions:_______________________________________________

In the event that you cannot be contacted at the above numbers, please provide two emergency contacts

Name/Phone: ____________________________________________________________

Name/Phone: ____________________________________________________________

Signature:_______________________________________________________________

Date: ___________________________________________________________________

Payment ($20 per teen) please bring cash to the event.

Fee includes: 2 games and snacks
