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North Suburban Leadership Conference

Registration Form

First Name:  ________________School: ___________________
Last Name: _________________________
Grade:  10   11   12   
Home Phone: _________________​​​_______

Emergency Phone: ____________________
Address: ______________________________________________  
City: _____________________  State: IL  Zip: _______
Shirt Size (Adult):  S   M   L   XL   XXL

Workshop Role:  Participant       Student Facilitator       Adult Facilitator
NSC Leadership Conference

Emergency Information
Name: _____________________________Date of Birth: ___________________
Address: ___________________________Home Telephone # _______________

  ____________________________Grade Level: ______ SS#__________
Emergency Contact – Parent or Legal Guardian – In case of emergency

First Contact ________________________Home Telephone #_______________

Relationship: ________________________Work Telephone # _______________

Second Contact: ______________________Home Telephone # ______________

Relationship: ________________________Work Telephone # ______________

Medical Insurance Carrier:___________________Policy # __________________

Are school immunizations current (tetanus, Pertussis, Polio, within 10 years?)  

Yes ________
No ________

Is the student taking any prescribed medications?  Yes ____No ____  If YES, list

medications and brief instructions for administration, below.

Please list allergies and other medical problems (potential or actual) below.

By my signature below:

1. I grant permission, in the case of emergency rising out of serious illness or injury, to transport my son/daughter to a medical facility, if necessary, and to provide necessary treatment.  I understand that an attempt will be made by a school office and/or attending physician to contact me or my spouse in the most expeditious manner.  If said physician is not able to communicate with me or my spouse, permission is hereby granted to the attending physician to proceed with necessary medical or surgical treatment in the best interest of the health of my son/daughter, and, if necessary, to admit him/her to a medical facility.  Permission is also granted to the Athletic Trainer, in the absence of a physician, to provide necessary first aid until such time as a physician is present.

______________________________   

 _____________________________

Signature of Parent/Guardian      Date

Signature of Participant              Date
