ST. Thomas Faith Formation Registration  2022-2023
BASIC INFORMATION
Family Last Name: ___________________________  Primary Phone:____________________
Father’s Name: ____________________________ Father’s Cell Phone:_____________________
Father’s Email: ______________________________________________________
Mother’s Name: ___________________________ Mother’s Cell Phone:___________________
Mother’s Email :___________________________________________________________
Street Address:____________________________________________________
City: ___________________________________ ZIP Code: __________________
EMERGENCY CONTACT
Emergency Contact Name: ____________________________________________
Emergency Contact Phone:  _____________________Relation to Child/ren: ___________

**********************************************************************
CHILD 1 INFORMATION
Child’s Name:________________________________________ Birth Date:________________
Grade: _____   School:______________________________________
 Education Concerns:________________________________________________
CHILD 1 SACRAMENT INFORMATION-Please list the date and church of the following Sacraments if applicable
Baptism Date: __________Church: _____________________________________________
Reconciliation Date: ___________ Church: ________________________________________
1st Eucharist Date: ____________ Church: ___________________________________________
CHILD 1 MEDICAL INFORMATION
Allergies: _______________________________________________________________
Other Medical Concerns; ____________________________________________________

CHILD 2 INFORMATION- If only 1 child, please skip this section.
Child’s Name: ________________________________________________Birth Date: _________
Grade: _____     School: ___________________________________________
Education Concerns: __________________________________________________
CHILD 2 SACRAMENT INFORMATION-Please list the date and church of the following Sacraments if applicable.
Baptism Date: ___________Church: _______________________________________________
Reconciliation Date: _________Church: _____________________________________________
1st Eucharist Date: _____________ Church: __________________________________________
CHILD 2 MEDICAL INFORMATION
Allergies: _____________________________________________________________________
Other Medical Concerns: ______________________________________________________ 








Please continue on reverse side

CHILD 3 INFORMATION
Child’s Name:  ___________________________________________Date of Birth: ___________
Grade: ________   School: ______________________________________
Education Concerns: _______________________________________________
CHILD 3 SACRAMENT INFORMATION-Please list the date and church of the following Sacraments if applicable.
Baptism Date: ___________Church: ________________________________________________
Reconciliation Date: __________ Church: ____________________________________________
1st Eucharist Date: ______________Church: _________________________________________
CHILD 3 MEDICAL INFORMATION
Allergies: _____________________________________________________________________
Other Medical Concerns: _________________________________________________________

   RELEASE STATEMENT: I hereby give permission for my child/children to be photographed and/or videotaped during ministry activities and events at St. Thomas. I understand that my child may decline to be photographed and/or videotaped at any time. 
 Name (please print) ________________________ (Signature)__________________________________
I hereby decline to grant permission for my child to be photographed and/ or videotaped during ministry activities and events at St. Thomas. 
 Name (please print) ____________________________ (Signature)_____________________________

   HEALTH STATEMENT
 I hereby give permission for first aid to be given to my child/children if needed by a staff member. Yes___ No___  (Signature)_________________________________________

As legal guardian, I hereby authorize first aid/medical treatment for the child/children named on this form in the event of an emergency which may endanger his/her life or cause undue discomfort if delayed. It is understood that efforts will be made to contact the person listed on this form as soon as reasonably possible. In the event that the aforementioned requires my authorization for treatment and I cannot be reached in an emergency, I hereby give my permission to the physician selected by the DRE to hospitalize, secure medical treatment, and/or an injection, anesthesia or surgery for the aforementioned as deemed necessary.   I understand all reasonable safety precautions will be taken at all times by St. Thomas Parish and its agents during educational programming. I understand the possibility of unforeseen hazards and know the inherent possibility of risk.  I agree not to hold St. Thomas Parish, its leaders, employees, drivers, volunteers, or the Roman Catholic Diocese of Grand Rapids liable for damages, losses, or injuries by the aforementioned.  
Legal Guardian’s Signature: ___________________________________________________  Date: ________________ 
FAMILY MEDICAL INFORMATION
Insurance Carrier: _____________________________Policy/Group #: ____________________
Physician for children: __________________________ Physician’s #: ______________________                                                                                                                                                                        

(FOR OFFICE USE ONLY)
Registration Amount Paid______________
Date__________     Check #___________ Cash______
$30.00 per child (Grades 1-7)       Family Cap   $90.00 
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