
ST. THOMAS AQUINAS PARISH 
PARENT/GUARDIAN MEDICAL PERMISSION AND 

ASSUMPTION OF RISK 
 
 

Participant:____________________________________  Date of Birth:_________________ 
 
Address: _______________________________________  Phone: ______________________ 
 
Parents Name:__________________________________ E-Mail:_______________________ 
 
The participant named above has my permission to participate in the following listed 
activity sponsored by St. Thomas Aquinas Parish (STA):   
 

Vacation Bible School:  Thurs. & Fri., Aug. 23rd & 24th; 9am – noon.   
    Children Pre-K through 5th grade  --  $10/child 
                                         Location: St. Albert the Great Site (school & grounds) 
 

I am aware that during any activity certain dangers may occur, including but not limited to, the hazards 
of accidents or illness in places without medical facilities; hazards created by the forces of nature, and 
hazards of travel by air, train, automobile, and other means, including walking. 
 

In the event of illness or injury, I do hereby consent to whatever x-ray, examination, anesthetic, medical, 
surgical or dental diagnosis and/or treatment and hospital care are considered necessary for the 
individual in the best judgment of the attending physician, surgeon, or dentist and performed by or 
under the supervision of a member of the medical staff of the hospital or facility furnishing medical or 
dental services. 
 

I understand that while on this STA activity named above, my son/daughter will follow the directions and 
reasonable requests of the adult chaperons of the STA program.  In the event that these rules are not 
followed and upon notification by the adult chaperons, the parent/guardian will be responsible for 
making immediate arrangements for the return home of said participant. 
 

Allergies/Medical Concerns: 
__________________________________________________________________________________________ 
 
___________________________________                       ______________________________ 
Mother/Guardian Signature                                              Date 

___________________________________                       ______________________________ 
Father/Guardian Signature                                               Date 

___________________________________                        ______________________________ 
Family Doctor                                                                      Family Dentist 

___________________________________                        ______________________________ 
Family Medical Insurance Plan                                         Medical Number 
 
* *  I would like to volunteer to help: ( ) set-up/break-down    ( ) Design      
                                     ( ) music    ( ) groups    ( )crafts     ( ) food     ( ) games 

 
St. Thomas Aquinas Parish   *   3290 Middlefield Road, Palo Alto, CA  94306  *   (650) 494-2496 x25   

Susan Clingingsmith – Dir. of Rel. Ed. *  youth@paloaltocatholic.org 
 


