
Vacation Bible School Registration Kindergarten-5th Grade 
Avalanche Ranch 
June 9-13, 2008 
9:30am-12:30pm 

 
Please complete a separate form for each child in your family. You may write one check 
made out to CtK Lutheran Church.  Cost: $25 per child; family cap $50. 
 
Date:___________________ 
 
Child’s Name: 
______________________________________________________________________ 
 
Is this child a member of Christ the King?  Yes       No     
 
Parent Name:  __________________________________________________________ 
 
Address: _______________________________________________________________ 
 
City & Zip Code: _________________________________________________________ 
 
Email: _________________________________________________________________ 
 
Home Phone: ____________________________________________________________ 
 
Emergency Contact Name & Phone: 
 ______________________________________________________________________ 
 
Special Needs/Allergies: 
______________________________________________________________________ 
 
Please check the appropriate age/school placement that your child will enter in Fall 2008: 
  Kindergarten   2nd Grade    4th Grade 
  1st grade    3rd Grade    5th Grade  
 
Please specify a t-shirt size for your child.  
  Child S-6/8    Child L-14/16  
  Child M-10/12    Adult S  
   
 
Church Use Only #children #t-shirts   Amt Paid:  Cash  Check#  



Emergency Contact Information- In the event of an emergency, please provide the requested information for 
someone that we can contact in the event you cannot be reached. 
 
Name: ________________________________________________________________________ 
 
 
Relationship to student: __________________________________________________________ 
 
 
Address: ______________________________________________________________________ 
 
 
Home Phone: ____________________________________  Cell: _________________________ 
 
Health Insurance Information and Release 
While every effort is made to ensure the safety of each and every child, accidents do happen.  Please supply your child’s health 
insurance information in the event of any emergency. 
 
Policy Holder’s Name: ___________________________________________________________ 
 
 
Insurance Company Name: _______________________________________________________ 
 
 
Insurance Company Address: _____________________________________________________ 
 
     _____________________________________________________ 
 
Policy/Member Number: _________________________________________________________ 
 
 
Primary Physician’s Name: _______________________________________________________ 
 
 
Physician’s Phone Number: _______________________________________________________ 
 
By my signature below, I consent to any ex-ray, examination, anesthetic, medical, dental, or surgical diagnosis or treatment and 
hospital care under the general supervision and upon the advice of or to be rendered by a physician, surgeon, and dentist licensed 
under the Medical Practice Act and Dental Practice Act.  As parent or legal guardian, I am responsible for the health care decisions of 
my child and am authorized to consent to services to be rendered, and no other consent is required by law.  I hereby give permission to 
the physician selected by the activities supervisory personnel then present to render medical treatment deemed necessary and 
appropriate by the physician or dentist.  I will assume FULL FINANCIAL RESPONSIBILITY for care given. 
 
I warrant and represent that I am eighteen years of age or over, and am fully aware of and understand the terms and legal 
consequences of the signing of this form.  I intend my signature to be a complete and unconditional release of all liability to the 
greatest extent allowed by law. 
 
 
Parent/Guardian Signature: ___________________________________________________________________ 
 

         Date: _______________________________________ 
 
 


