
 

Our Lady of the Blessed Sacrament  

Youth Ministry 

PERMISSION SLIP 
 

 

My ch ild  __________________________ has m y p erm ission  t o  at t end  -

__________   (ch ild ’s nam e) 

__________________ w it h  t he OLBS Yout h  Min ist r y Program  on  

_____________  
                                    (even t ) 

_____________________ 
      (d at e) 

 

 

I und erst and  p rop er  Ch r ist ian  b ehavio r  is EXPECTED o f  m e as I am  

en joying m y even t .  We ALL rep resen t  no t  on ly OLBS, b ut  t he Diocese 

o f  Buf f alo  and  all t eenagers in  general.  I agree t o  act  in  a 

resp onsib le, m at ure m anner .   

If  I act  inap p rop r iat ely, I und erst and  t hat  m y p aren t s w ill b e called  t o  

p ick m e up  im m ed iat ely, and  I w ill f o r f eit  any f ees p aid  f o r  t he even t . 

 

Our  goal is t o  b e good  Cat ho lic ro le m od els. 

 

_____________________________________ ________________ 
(Student’s Signature)      (Date) 

 

====================================================== 

 

 

Should  t here b e a b ehavio ral p rob lem  w it h  m y ch ild , I und erst and  

t hat  I w ill b e called  AND I agree t o  p ick up  m y ch ild  at  t he venue. 

 

I und erst and  t hat  p aren t  vo lun t eers (over  t he age o f  21) d r ive t he 

st ud en t s, w e d o  NOT have b us t ransp o r t at ion .  I also  und erst and  t he 

st ud en t s w ill b e t ransp o r t ed  t o  t he even t  f r om  our  m eet ing sp o t .  It  

is m y resp onsib ilit y t o  get  m y ch ild  t o  t he m eet ing sp o t . 

 

_____________________________________ ________________ 

(Parent’s Signature)      (Date) 

 

 

 



 

 

 

PLEASE COMPLETE THE BACK OF THE FORM 

 

EMERGENCY CONTACT INFORMATION: 

Nam e: ______________________ 

Num b er : ____________________ 

Cell Num b er : ________________ 

 

====================================================== 

 

Below  is any vit al in f o rm at ion  t hat  you m ay need  regard ing m y ch ild . 

Med ical Lim it s - Concerns: 

______________________________________________ 

Prescr ip t ions: ________________________________________________________ 

Doct o r ’s Nam e : ____________________________  Phone: 

____________________ 

 

YES or NO  (PLEASE CIRLE)  

I au t ho r ize t he OLBS Yout h  Min ist r y Program  t o  t ake m y ch ild  t o  t he 

closest  em ergency room  if  Em ergency Care is need ed .  If  YES 

com p let e insurance in f o . 
 

_________________________ ________________ ________________ 

(Parent’s Signature)   (Insurance Name)   (Policy Number)   

 

 

 


