HER PATH

Co-Founders: Jennifer Fink and Cheryl Sly

Email: herpath@gmail.com
www.herpath.org
P.O. Box 97745 Phoenix, AZ 85060

Women’s Wellness Retreat Registration Form
To Register: Please send registration form to P.O. Box 97745 Phoenix, AZ 85060

Cheryl   602.576.8504  

Jennifer 262.323.9393

Retreat Information:

Dates: October 17-18, 2009
Location: Conference Point Center ~ located in Williams Bay Wisconsin on the shore of Geneva Lake.
Retreat cost: $180
Acceptable forms of payment: Credit Card via paypal, Money Order, Cashier’s Check 

1. Personal Information

Full Name:_____________________________________________________________________
Birth date:_________________ Email:_______________________________________________
Address:_______________________________________________________________________
City:________________________________State:______________ Zip:____________________
Parent/Guardian Name:_________________________________________________________
Telephone: Day________________Evening_________________Cell_____________________
2. Emergency Contacts

A. Name: ___________________________________Relation to Participant__________________

Telephone:  Day______________________Evening__________________Cell________________

B. Name:____________________________________Relation to Participant__________________

Telephone: Day______________________Evening___________________Cell________________

3. Insurance Information
Do you have health insurance ____Yes  ____No  If Yes: Please provide the name and address of insurance company__________________________________________________________________

Policy Number______________________________________________________________________

Policy holder’s name, relationship to participant, and address of policy holder_____________________________________________________________________________

Name and address of policy holder’s employer_________________________________________

___________________________________________________________________________________

Work Telephone______________________

Name of Participant’s doctor_________________________________________________________

Doctor’s phone number______________ Address_______________________________________

City____________________State__________Zip_________________________________________

Date and location of the participant’s last physical exam________________________________

If No: The following acknowledgement of risk statement must be signed in order for you to participate

I have no health insurance.  I realize the risk I am taking and any injury I may receive is my responsibility.  I will assume responsibility for all costs incurred.

Signature__________________________________________________________________________

4. Health History

Please put a check mark next to medical difficulties the participant has had or is currently experiencing.

__Asthma            __Back Problems          __Diabetes          __Dislocations          __Epilepsy

__Heart Problems          __High Blood Pressure          __Joint Problems

__ Other_______________________________________________________________________

For any conditions checked above, please describe symptoms/conditions, how often they occur, how long they last and how you care for them.___________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Do you have allergies (foods, medications, or local anesthetics)___________________________

__________________________________________________________________________________

Do you have any limiting physical or health disabilities (temporary or permanent) that the participant or the doctor feels would limit the participation during this trip? Explain_____

_______________________________________________________________________________

Date of last Tetanus Shot:_________________________________________________________

5. Official Authorization

I affirm that the confidential medical information, which has been provided, is accurate and complete.  I understand that failure to disclose this information could affect my own safety and those around me, and I agree to hold HER PATH harmless if full disclosure of a pre-existing medical condition has not been provided.  I agree that participation in the retreat is at my own risk and understand that parts of the trip may be physically or emotionally demanding. Knowing that the staff has planned for these risks in a rational and safe manner, I hereby acknowledge that I am aware of these risks and I agree to follow all safety instructions and ask questions if I don not understand.  I also acknowledge that despite careful precautions, there are certain inherent risks of injury in this trip and I accept those risks. I understand that each participant must assume the risk of injury of disabilities that could result from any of the activities.  I assume full responsibility for any injuries or damages which may occur in, on, or about the premises during HER PATH retreats. I do hereby fully and forever release and discharge HER PATH, its Board members, employees, and agents from any and all claims, demands, damages, rights of action, or causes of action, present or future, whether the same be known or unknown, anticipated or unanticipated, resulting from or arising out of m participation in the trip, except insofar as such claim or cause of action arises from the actual negligence or intentional acts by HER PATH, its officers, agents, or employees.  By signing this form, you are granting HER PATH Organization authority to secure emergency medical/surgical treatment for you while participating in the retreat.  You are also giving HER PATH organization permission to secure routine, non-surgical medical care for you while participating on the trip.  Your signature also authorizes publication of the fact that you participation, unless you request in writing that this information be kept confidential.

I,____________________________________________________, do hereby authorize HER PATH Organization to seek any emergency, routine medical, or surgical treatment necessary for my care.

6. Signatures

Date_______________Participant’s Signature__________________________________________
Date_______________Parent or Guardian’s Signature__________________________________
                                      (Required if participant is under the age of 18)
7. 

Please list 3 things you would like to receive on this retreat:

1._________________________________________________________________________________________________________

2._________________________________________________________________________________________________________

3.________________________________________________________________________________________________________
Please send Money Order or Cashier’s Check along with Registration Form to:

HER PATH Organization

P.O. Box 97745

Phoenix, Arizona 85060

Thank you for your interest and participation in this HER PATH Retreat!

We look forward to growing with you!

Sincerely,

Cheryl Sly

Jennifer Fink
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