]Registlrantion Form
Retreat

Please omnm]p»llelte this form and the health form and

return by February 10 with fee of $56 to:

winter Youth

Cane Ridge West
g}fades 3/12

Churristian Church in Montana
1019 Central Ave.

Great Falls, MT 59401

For youth o

Contact Registrar by E-mail at:

kwmckerrow@bresnan.net

I am registering for:

= Grades 7-12, FEbruary 19-21 Montana on Montana Hwy. 2 T h S 3 111 - = ””
B ontan ontans vy. 200. Turn south on Stone
" Grades 3:6, March 5.7 The Faith Difference

Campbell Drive at the ll.aurge red chalice and proceed

Cane Rﬁdge West is located 5 miles east of Lincoln,

about 1/ 4 mile to the gate.

Name
Address i > Grades 7-12
February 19-21, 2010
E-mail If snow is deep, please use 4 X 4 Road, one mile west of
Parents Home Phone Stone (Caunnqprlbneﬂ Drive. Follow it south one mile, then > Grades 3-6
east one mile to the lburii\dlge and turn left into the back March 5-7. 2010
b
Age— Grade— Gender— entrance to Cane Rl‘idge West.

Congregation

Emergency Contact
Relationship to Child
Daytime Phone

Christian Church in Montana
1019 Central Avenue
Great Falls, MT 59401
406-452-7404

www.montanadisciples.org Sponsored by
Registrar E-mail: the Commission on Youth Ministry
kwmckerrow@bresnan.net Christian Church (Disciples of Christ)

In Montana



Winter Youth Retreat

Arrival: 7 PM Friday
Departure: 12:30 PM Sunday

Retreat Directors:
Jeremy & °

Please Bring:

e  Sleeping Bag & Pillow

e  Warm, casual clothing

e  Gloves, Boots, Hat, Warm Jacket
e Towels

e  Personal Hygiene Items

e Bible

e Notebook & Pen

e (Camera (optional

e  Musical Instrument (optional)

Please DO NOT Bring:

Firearms, fireworks, weapons, alcoholic beverages,
tobacco products, electronic devices (including radios,
walkie-talkies, stereos, electronic games, TVs, cell
phones, personal organizers and pagers) and non-
prescription drugs.

Refund Policy

A full refund will be given with 2 weeks notice
of cancellation; 50% refund will be given with 1
week notice of cancellation. If cancellation is
less than 1 week before the retreat, no refund
will be allowed.

Location

Cane Ridge West is located 5 miles east of Lin-
coln, Montana, on Montana Highway 200.

Phone at the lodge (for emergencies only) is 406
-362-4840.

?7?
If you have questions, please call the

Regional Office at 406-452-7404 or e-mail the
registrar at kwmckerrow@bresnan.net.

Health Form

Must be completed, signed and submitted

for registration
Will the child attending the retreat be taking any medications?
Yes No

If yes, be sure to send all medications to the retreat in their
original containers. Please list medications below:

Medication
Dosage Time of Day
Medication
Dosage Time of Day

Please indicate recent ilinesses, surgeries, or exposure to
contagious/infectious diseases, allergies to food or medication,
or any other information that will be helpful to the retreat staff.
Attach additional sheet if necessary.

Emergency Medical Authorization
| give permission for my child,

to participate in the Winter Youth Retreat on

, 2010 at Cane Ridge West, Lincoln,
Montana. In the event of an emergency, | hereby authorize an
adult leader of this retreat, as agent for me for the above named
child, to consent to any x-ray examination; medical, dental or
surgical diagnosis; treatment; and hospital care advised and
supervised by a physician, surgeon or dentist (as appropriate)
licensed to practice under the laws of the State of Montana,
either at a doctor’s office or in a hospital. | understand that the
Region’s medical insurance is supplementary to our personal
insurance.

Our Insurance Carrier:
Certificate # Group #

Signature of Parent or Guardian Date



	Winter Youth Retreat

	Cane Ridge West

	For youth in grades 3—12

	Registration Form

	Please complete this form and the health form and return by February  10 with fee of $56 to:

	Christian Church in Montana

	1019 Central Ave.

	Great Falls, MT 59401

	Contact Registrar by E-mail at:

	kwmckerrow@bresnan.net

	I am registering for:

	___Grades 7-12, February 19-21

	___Grades 3-6, March 5-7

	Name_____________________________________

	Address___________________________________

	E-mail_____________________________________

	Parents Home Phone_________________________

	       Age______   Grade______   Gender______

	Congregation________________________________

	Emergency Contact___________________________

	Relationship to Child__________________________

	Daytime Phone______________________________

	Cane Ridge West is located 5 miles east of Lincoln, Montana on Montana Hwy. 200.  Turn south on Stone Campbell Drive at the large red chalice and proceed about 1/4 mile to the gate.

	If snow is deep, please use 4 X 4 Road, one mile west of Stone Campbell Drive.  Follow it south one mile, then east one mile to the bridge and turn left into the back entrance to Cane Ridge West.

	Refund Policy

	Location

	Health Form

	Must be completed, signed and submitted for registration

	Will the child attending the retreat be taking any medications?                                               

	                        _____Yes          _____No

	     
If yes, be sure to send all medications to the retreat in their original containers.  Please list medications below:

	Medication__________________________________________

	Dosage_____________  Time of Day__________


	Medication__________________________________________

	Dosage_____________  Time of Day__________

	Please indicate recent illnesses, surgeries, or exposure to contagious/infectious diseases, allergies to food or medication, or any other information that will be helpful to the retreat staff.  Attach additional sheet if necessary.

	Emergency Medical Authorization

	I give permission for my child, ___________________________________________________

	to participate in the Winter Youth Retreat on __________________, 2010 at Cane Ridge West, Lincoln, Montana.  In the event of an emergency, I hereby authorize an adult leader of this retreat, as agent for me for the above named child, to consent to any x-ray examination; medical, dental or surgical diagnosis; treatment; and hospital care advised and supervised by a physician, surgeon or dentist (as appropriate) licensed to practice under the laws of the State of Montana, either at a doctor’s office or in a hospital.  I understand that the Region’s medical insurance is supplementary to our personal insurance.

	Our Insurance Carrier:_________________________________ Certificate #________________  Group #__________________

	Signature of Parent or Guardian                            Date


