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2011 Registration Form 
Participant Information 
First Name: ____________________________________________ Last Name: _______________________________ 
Preferred Name: ________________________________________ Age: _______________         Grade:___________ 
Mailing Address: ________________________________________  City: __________________ State: ______Zip: ___________ 
Phone #:______________________________  Email: ______________________________________________ 
Parent/ Guardian Information 
Parent/Guardian Name: ______________________________________________________    
Address: ___________________________________________________________________________________ 
City: ____________________________ State: _________ Zip: ______________ 
Home Phone: ____________________________    Work Phone:  ____________________________  
Cell Phone:    ____________________________                   
Emergency Contact: __________________________     Phone: __________________   Alt. Phone: _________________ 
Please name those who the participant can ride home with___________________________________________________ 
Medical Information (In Case of Emergency) 
Name of Company: __________________________            Telephone # of Company: _____________________________ 
Policy Number: _____________________________                  Policy Holder’s Name: _____________________________ 
Policy Number’s Social Security Number (if needed): _____________________________ 
Food Allergies: ______________________________________     Drug Allergies: _________________________________ 
Other Significant Allergies: _____________________________________________________________________________ 
Please list any dietary restrictions: _______________________________________________________________________ 
I give permission to agents of High Country Health Care Systems Hospice to administer first aid to my son/daughter and authorize 
emergency transport to the nearest acute care facility. 
Parent/Guardian Signature: _____________________________________________________     Date: __________________ 
Bereavement History 
Please explain the loss/transition your son/daughter has had:___________________________________________________________ 
________________________________________________________________________________________________________ 
Final Retreat Information 
I give permission for my son/daughter to be photographed, videotaped, or interviewed during the Embers Retreat knowing that this 
material may be used for Hospice promotion, education, and general Hospice usage. (Initial) Yes__________No ___________ 
I _____________________________, release High Country Health Care Hospice (employees, volunteers, directors, officers) from all 
liabilities, losses, cost, damages, claims, or causes of action of any kind and expenses, including attorney’s fee, arising or claimed to 
have arisen out of any injuries or damages received or sustained by any person or persons or property as a result of intentional acts. 
Parent/Guardian Signature: ______________________________________________________ Date: __________________ 

This retreat is brought to you by High Country Health Care System Hospice 

Please submit to your 
school counselor or mail 
your application to: 
136 Furman Rd. Suite 4 
Boone, NC 28607 
For additional questions 
please call 828‐265‐3926. 

For Teens: 
Ages 13‐18 


