2025 SOUTH CAROLINA Men’s Retreat Release Form 


STEP 1:  CHURCH INFORMATION (please complete this information prior to distribution to parent/student)


Church Name: _______________________________________________Church City: ______________________________________
Church Leader/Pastor Name: _____________________________________Email: _________________________________________
STEP 2:  Date of Event   


Friday, April 4 – Saturday, April 5

STEP 3:  Individual plus family INFORMATION (please print CLEARLY)



_________________________________    ____________________________      ___________                  
Last                                                                                                        First                                                                                                 Age                      	          	
	
_________________________________   _________________________________ ______________________________________
Address                                                                                                 City                        State            Zip                                                                         Email

______________________________________________________  ____________________________________________________  __________________________________________________________
Emergency Contact Cell #                                                                                          Dad’s Cell #                                                                                             Other Emergency # and Name

_______________________________________             _________	               
Individual/Parent/Guardian Signature Required		                                     Date                               	  

STEP 4:  HEALTH HISTORY FOR _____________________________________________________ (Registrant(s) Name)                     


Is there any information we should have regarding your health, such as restrictions, diets, etc.?
________________________________________________________________________________________

Allergies:        None                       Bee Stings                     Food                    Medications                    Other ____________________
Individuals who require the use of an inhaler will be required to have it with them at all times.  
Medical & Liability Release:     I have read and approved the included information.  I give my permission for me as an individual/and or my child to attend this event and to participate in its activities, as well as any travel that will be involved.  I, acting on my own behalf, also release the South Carolina District of the Assemblies of God and/or River Oaks Retreat Center, its agents, assigns, staff, employees as well as volunteer workers from any liability whatsoever arising out of property damage or loss as well as any injury, sickness, or death which my child may sustain as a result of any participation in this event.  I am aware of the risks associated with participating in activities and accept participants’ participation with full awareness.  I permit a District Employee or Volunteer to treat the listed student in the event of a minor illness or minor injury.  In case of emergency and when I cannot be contacted, I hereby give permission to the local physician selected by the event to hospitalize, secure proper treatment, and order injection, anesthesia, or surgery for my child.   I understand that my insurance is the primary coverage and that SCDAG only supplies supplemental insurance coverage. 

Use tape to attach copy of the front side of your insurance card to this space.
DO NOT STAPLE!

_______________________________________________________________
 Individual and/or PARENT/GUARDIAN SIGNATURE (REQUIRED)       

 Date________/_________/_______




