VOICES ONE-TIME PERMISSION FORM
This form is applicable to events and activities covered by the St. Thomas of Villanova High School Youth Group, Voices.  It will be up to the parents to update any items on the form, such as allergies, medications, etc., to keep it up to date.  There may be specific events where this form may not cover a teen.  In cases like that, a separate form will be provided.
I hereby give permission for my HS Teen(s)_________________________________________ 

to participate in activities, events, fundraisers, socials, service projects and parish and community gatherings for the St. Thomas of Villanova High School Youth Group, Voices.

I HEREBY RELEASE AND INDEMNIFY THE CATHOLIC BISHOP OF CHICAGO, A CORPORATION SOLE, ST. THOMAS OF VILLANOVA, it’s staff and volunteers from any and all liability arising from claims of any kind or nature whatsoever from my teen's participation in these events.

When needed, teens will be provided transportation by bus or van.  In some cases the youth minister and adult volunteers will provide the transportation with their own vehicles.

I understand that if my teen(s) violates any rules or guidelines of the event, they may be dismissed from the event, and I may be called to pick them up.  

The use of or physical presence of Drugs, Alcohol, Narcotics or any other illegal substance may result in immediate dismissal from the event, and possible removal of the individual(s) by the Police Department. NO SMOKING ALLOWED.

Medical Permission Form

I hereby give permission for my HS Teen to receive administration of First Aid, as the judgment deems advisable, and to make necessary referrals to qualified physicians for treatment of illness or accidents of a more serious nature.  This permission is granted to the St. Thomas Youth Minister & Team.  I understand that I will be promptly notified in the event of any serious illness or accident prior to any major surgery, except when delay in such communication would endanger a life.  In case of medical emergency, I understand that every effort will be made to contact the Parent(s)/Guardian(s) of the participant.  In the event I cannot be reached, I hereby give permission to the physician selected by the adult staff to secure proper treatment.
Signature of Parent or Guardian______________________________________________

Telephone  (Home)_____________________  (Cell)______________________________

(Work)___________________________Ext._____ (Other)___________________________

Does your teen have any medical conditions, allergic reactions or other conditions that should be noted in the case of medical emergency? 



Does your teen have permission to receive Non-Prescription Drugs? ____Yes ____No

                           (Advil, Aspirin, etc.)

