High School Monastic Come & See Parental/Guardian 
Consent and Liability Waiver

Participant’s name ______________________________________

Birth date: ___________________________________

Parent/Guardian’s name: _______________________________________________________

Home address _______________________________________________________________
                            	 Street                     			 City                                    Zip
Home phone: ______________________       Cell phone: _____________________________

I, ________________________, grant permission for my youth, _______________________,
     Parent or guardian’s name                                                                                                      Youth’s name
to participate in this High School Monastic Come & See event that is located at Immaculata Monastery in Norfolk, NE.  This activity will take place under the guidance and direction of the Missionary Benedictine Sisters April 12, 2025, 9:45 AM to April 13, 2025, 2 PM.

As parent and/or guardian, I remain legally responsible for any personal actions taken by the above-named minor (“participant”).

Signature: __________________________________ Date: ___________________________

Photo Release: Pictures of my child taken during the event may be used in print or electronic media for the purposes of publicity for future events unless I indicate to the Vocation Director of the Missionary Benedictine Sisters in writing to the contrary.

Medical Matters

I hereby warrant that to the best of my knowledge, my child is in good health, and I assume all responsibility for the health of my child. (Of the following statements pertaining to medical matters, sign only those that are applicable.)

Emergency Medical Treatment:  In the event of an emergency, I hereby give permission to transport my child to a hospital for emergency medical or surgical treatment.  I wish to be advised prior to any further treatment by the hospital or doctor.  In the event of an emergency, if you are unable to reach me at the above numbers, contact:

Name & relationship: ________________________________________________________________

Phone: ______________ Family doctor: ____________________ Phone: ______________________

Family Health Plan Carrier: _____________________________ Policy #: _______________________

Signature: __________________________________________ Date: _________________________

Medications: My child is taking medication at present.   My child will bring all such medications necessary, and such medications will be well-labeled.  Names of medications and concise directions for taking such medications, including dosage and frequency of dosage, are as follows: (My child will take responsibility for taking these as described).

________________________________________________________________________________

I hereby grant permission for non-prescription medication (such as aspirin, throat lozenges, cough syrup) to be given to my child, if deemed appropriate.

Signature: _____________________________________________ Date: ______________________
