F.C.F. KY.LONGRIFLE CHAPTER For Oficd Use
ASSEMBLY OF GOD Posmerked
DUES AND AFFIRMATION FORM Pac

Balance Due;

CHURCH NAME:

ADDRESS:

CITY: STATE: ZIP:

OUTPOST#:

| (PASTOR'’ S name) AFFIRM THAT
(PLEASE PRINT)

(F.C.F. MEMBER) ISA MEMBER

(PLEASE PRINT)

IN GOOD STANDING IN MY CHURCH.
DATE:

PASTOR'S SIGNATURE

OLDTIMERS YEARLY DUES: $25.00

If paid before March 31%, (THISWILL INCLUDE THE FEE FOR BIG
ADVENTURE) If you pay at Big Adventure or later than March 3%, it will be
$30.00.

YOUNG BUCKS YEARLY DUES: $15.00

|f paid before March 31%, (THISWILL INCLUDE THE FEE FOR BIG
ADVENTURE) If you pay at Big Adventure or later than March 31%, it will be
$20.00.

Send form and payment by check or money order made out to
Kentucky Assemblies of God F.C.F.
Don Spiro
533 Bert Ridge Road
Science Hill, Ky. 42553
The National Office has set awaiver of fee for any Full Time College Student
or Overseas Military Personal.



Personal Medical Record Insurance Information

Applicant’s Full Name Health Insurance Company’s Name
In case of emergency please notify: Policy Number
Last Name (please print) First Name

LTI PP PP ] Certficate Number

Effective date of coverage

Daytime Contact Phone Number Evening Contact Phone Number Health Insurance Company’s Phone Number

General Health History To be completed by the applicant (if over 18) or by a parent/guardian if the
Information: applicant is a minor (under age 18). Has the applicant experienced the following? Check “Yes” or “No.”
A Personal Medical Record Sinus condition [ | yes [ | no  Shortness of breath yes no  Exposed to infectious:
must be completed by each Ear problem || yes [ | no Skininfection yes no  Disease past 3 weeks yes no
applicant for participation. Lung problem | | yes | | no  Hearing difficulty yes no  Hepatitis past 6 months yes no
Records for minors (under Heart trouble | yes [ | no  Badeyesight yes no  Any disorder preventing
agel8) must include a parent High blood : yes : no  Wear contact lenses yes no  strenuous activity? I:l yes I:l no
or guardian’s signature. Royal ~ Allergy-Asthma yes no  Any medical care in the Taking prescription
Rangers office reserves the Fainting or dizzy : yes : no  pastyear? |:| yes |:| no  medicine? |:| yes |:| no
right to accept or reject any Diabetes || ves | | noAnysurgery within past Any reaction to drugs or medicine
person based upon his medical  Appendix || ves | | no year? I:I yes I:I no orany type? E| yes E| no
health. Special diet required? yes no
Food or drug allergies Give latest date of inoculation or vaccination against following:
| am currently taking the following medications Date Date
Remarks and medical facts: Tetanus Small Pox

Measles Typhoid

Diphtheria Polio
Special dietary

Birth Date Height Weight
Activity Restrictions
Parent/Guardian’s Name (Please Print) Parent / Guardian’s Address
( )
Parent/Guardian’s Area Code and Phone Number City State Iip

Required Release

Signatures

Pureni/legul Guardian Consent & Model Release (Required for all applicants under 18 years of age) |, the undersigned, as parent or legal guardian of the above
named minor do hereby consent to his participation in this event and authorize the use of emergency medical care af the discretion of the adult event leadership. | further acknowledge
my understanding that media footage, including audio, video and photos, may be recorded at this event for future promotional use and hereby consent to the use of such items containing
images of my child in any form and relinquish all rights of ownership or compensation. It is further understood that acceptance of these terms is a condition of my child’s participation in
this event.

X

Print Complete Name of Minor Parent/Legal Guardian Signature Date

Pastor’s Certification (required for all applicants 18 years of age or ofder) |, the undersigned, as Pastor of the above named adult participant do hereby acknowledge that the
individual has been properly screened and approved for children or youth work in our church and provide my unqualified endorsement to his/her participation in this event.

W

Pastor’s Signature Date

Applicunt’s Signature (Required for all applicants) |, the undersigned, hereby acknowledge that to the best of my knowledge, | qualify for participation in this event and do hereby agree to abide
by the rules and standards established for this event by its appointed leadership. | acknowledge that the information provided on my Personal Medical Record is true and correct and | consent fo the
administration of emergency medical treatment at the discretion of the event leadership. | further acknowledge my understanding that media footage, including audio, video and photos, may be recorded at the
event for future promotional use and hereby consent to the use of such items containing images of me in any form and relinquish all rights of ownership or compensation.

X

Applicant Signature Date



