	Delaware Valley Joint Youth Retreat ‘10
Tel Hai Camp
February 12-14, 2010 

Registration 7pm on Friday

What To Bring:

· alarm clock

· linens (sheets, towels, blankets, pillow, or sleeping bag)

· flashlight

· toiletries

· appropriate clothing

· sneakers 

· Bible

· notebook

· pencil/pen

· winter gear

NO ELECTRONICS ALLOWED

Digital cameras are permissible.

Cell phones are allowed for Emergency use only.

Emergency contact at Camp Hebron: 

Rev. Daniel Au (m) 267-481-1935

Aileen Setiawan (m) 215-704-9822

Be sure to get the phone numbers of the youth leaders of your church prior to the retreat.

Please direct all questions to either Rev. Au (daniel.au@tccgp.org)

or Aileen (leanie@gmail.com)

Return registration form to your responsible youth leader.


	Registration Form

Name ____________________________  M / F 

Grade_____  Age _____  Birthday ______________

Address__________________________________
Phone (             ) ____________________________

             __________________________________
E-mail ____________________________________

Church  ____________________________________________________________________________

COST INCLUDES ROOM, MEALS, HONORARIUMS, AND CAMP MATERIALS


_____
$120
Register by January 17, 2010



Make checks payable to Aileen Setiawan
Emergency Release

I understand that the youth staff of the participating churches are committed to providing safe, fun and educational activities, and that all camp activities are conducted in a smoke-, alcohol-, and drug-free environment. In light of this and to help ensure the safety of all concerned, I understand that if my child is in possession of drugs, alcohol or tobacco products, engages in any illegal conduct, or refuses to follow the directions of the staff or advisors, I will be telephoned to immediately pick up my child.

In the event of a medical emergency, I declare that I am the child’s parent or legal guardian and hereby authorize the youth ministry staff as agents for me, to consent to X-ray exams, and other medical, dental, or surgical diagnosis and treatment, advised and supervised by a physician, surgeon or dentist. This authorization extends to any emergency room treatment, and admission and treatment as an inpatient, considered necessary by the attending physician. I understand that, in the event of such an emergency, I will be contacted as soon as possible.

Parent/Guardian Signature: __________________________________________________________

Parent’s Telephone: _________________________________ Mobile: ______________________

Name of Family Doctor: ___________________________________ Phone: ___________________

Medical Insurance Company:  ________________________________________________________

Contact Number: ___________________________________________________________________

Allergies to penicillin? ______

List any other medications to which he/she is allergic: _____________________________________ ___________________________________________________________________________________

List any current medical problem or medicine being taken:  _______________________________ 

___________________________________________________________________________________

  ___________________________________________________________________________________




