
Please check one of the 3 Categories 
 

____ 6th Grade: This is my first year of middle school faith formation. ($50)  
 

____ 7th Grade: This is my second year of middle school faith formation.  ($50) 
  
____ 8th Grade: This is my third year of middle school faith formation. ($50) 
 

 ***PLEASE PRINT CLEARLY*** 
 
Student Name:  _______________________ _______________________ ______________________________    __________________ 
     First      Middle                Last          Nick Name 
 
Student Email: ________________________________________________Student Cell #__________________________________ 
                                                                                                                                     May we text your child?  Y      N 
 
2014-2015 Grade: ___________  Name of School: _______________________________  Birthday (mm/dd/yy):_______________ 
 

Parent Names:  _________________________________________________        ______________________________________________ 
                      Father                                                                                          Mother 
 
Father Home Phone:  _(_____)__________________________      Mother Home Phone:  _(_____)____________________________   
 

Father Mobile Phone: _(_____)__________________________     Mother Mobile Phone:  _(_____)___________________________   

 
Address:  ______________________________________________________________________________________________________ 
         City                State               Zip Code 
 
Father Email:  __________________________________________________________________________________________________ 
 
Mother Email:  _________________________________________________________________________________________________ 

Sacraments 

Already 

Celebrated 
 

Please Check all  

that Apply 
 

Baptism                                 

First Eucharist                                 

Reconciliation                          

Confirmation                                                                                                                                                                                                              

Holy Trinity High School Student Information 

 Faith Formation 2014-2015 

 
20523 Huebner Road     San Antonio, Texas  78258    210-497-4145  

Student T-Shirt  
 

Adult sizes  
 

(Check One) 
 

Small  

Medium 

Large 

XL 

2XL 

Payment Information– The 2014-2015 Faith Formation fee is $50 per teen. These fees offset 

the cost of textbooks, supplies and materials.  Full or Partial scholarships for Faith Formation fees 
are available and arrangements can be made for families who need financial assistance. No teen will 

be denied instruction for financial reasons. Please make checks payable to Holy Trinity Catholic 
Church.    
                        Check # _________ or Receipt #_________Amount:_________ Date:_________  

PROMOTIONAL RELEASE FORM    I consent to the use by Holy Trinity Catholic Church and the Archdiocese of 
San Antonio of any videotapes, photographs, slides, audiotapes, or any other visual or audio reproduction in which I or my 
minor child may appear.  I understand that these materials are being used for promotion of the youth ministry of Holy Trinity 
Catholic Church and the Archdiocese of San Antonio.  Such promotional activities extend to recruitment, fund-raising, advo-
cacy, etc.     

                                Parent Signature       __________________________________________________                                         



Medical Consent and Permission to Treat 
 

To the best of my knowledge, my child, ____________________, is in good health, 

And I assume all responsibility for the health of my child. 

Emergency Medical Treatment:  In the event of an emergency, 

- I hereby grant permission to transport my child to a hospital for emergency medical treatment 

___Yes ___No   

- I wish to be advised prior to any further treatment by the hospital or doctor. Yes___No___ 
 

Parent/Guardian’s Name: ______________________________________ 

Home Address: __________________________________________________ 

Home Phone: (___) __________________  Cell Phone: (___) _______________ 
 

If you are unable to reach me, please contact: 

Name: _______________________________________ 

Relationship to me or my child: __________________________ 

Home Phone: (___) __________________   Cell Phone: (___) _______________ 

Family doctor: _____________________  Phone Number: (___) ______________ 

 

Please include a photocopy of your Insurance Card (front and back). 

- Insurance Carrier: __________________ Policy No: ______________ 

- My child is taking medication and I will bring all medication & turn them into 

the Retreat Staff.  It will be clearly labeled.  All medication(s) and directions 

for taking this medication, including dosage, frequency and storage are as  

follows:                                                                                                                 

______________________________________________________________ 

- I hereby grant permission for non-prescription medication (such as cough 

drops, cough syrup, Tylenol, etc.) to be given if necessary: ___Yes ___No 

-

 

 I understand that aspirin will not be given to my child without my express 

permission.  I hereby grant such permission: ___Yes ___No 

- My child is allergic to the following (medications, foods, plants, insects, etc): 

_____________________________________________________________ 

- My child’s immunizations are current and up to date: ___Yes ___No 

- My child’s last tetnus/diphtheria immunization:  _________________ 

- My child has the following physical limitations: ____________________

  

- My child experiences homesickness, emotional reactions to new situations,  

sleepwalking, fainting, bed wetting, etc.  ___Yes ___No    If Yes, please 

explain: ____________________________________________________ 

- My child has recently been exposed to a contagious disease or condition such 

as mumps, measles, chickenpox, etc.  ___Yes ___No   If yes, please state the 

date and disease or condition: ______________________________________ 

 

_______________________________  ___________________________    
Signature of Parent or Guardian          Date 


