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| STUDENT INFORMATION
Name: Date of Birth: / /
First Last (Nickname)
Mailing Address:
Number Street apt# City (Indicate Boston Neighborhood) State Zip
Home Phone: Student e-mail:
Student’s School: Female Male

Check if Student or Sibling has previously attended Courageous Youth Programs

DEMOGRAPHICS (This information is used for organizational development purposes only.)

Race/Ethnicity: (Please circle one)
White Black/African American American Indian/Alaskan Native Asian Pacific Islander/Hawaiian
Hispanic/Latino Mixed or Other

Language Spoken at Home: (Please circle one)

English  French  Hatian Creole = Mandarin/Cantonese  Portuguese/ Cape Verdean Creole Spanish Vietnamese
Other

Annual Household Income: (Please circle one)
$25K or less $25K-49,999K $50K-74,999K $75K —99,999K $100K-149,999K $150K—-249,999K $250K or more

How many members in your household? 2 3 4 5 6 Other Check if Student is eligible for free or reduced lunch.

PARENT/GUARDIAN INFORMATION

Parent Guardian 1 Name:

First Last Title (Ms, Mr, Dr, etc.) Relationship
Parent Guardian 2 Name:

First Last Title (Ms, Mr, Dr, etc.) Relationship
Parent Guardian Work Phone: Parent Guardian Cell Phone:

*Email:

* This is the email to which all correspondence will be sent, including registration confirmation.

If you DO NOT want to receive email confirmation and would prefer a letter please check here.

MEDICAL INFORMATION

List any medical condition, allergies, etc:

Doctor to notify in case of emergency: Phone:

Health Insurance Provider: Policy Number:

MEDICAL WAIVER
As the parent, parents or legal guardian of the registrant, a minor, I/we authorize and consent to x-ray examination, anesthetic, medical or
surgical diagnosis rendered under the general or special supervision of a Massachusetts-licensed physician or dentist, and on the staff of any
acute general hospital holding a current license from the State of Massachusetts Department of Public Health. This authorization is given in
advance of any emergency, and is given to provide authority to render care, which a physician, in the exercise of his/her best judgment, may
deem advisable. Itis understood that every effort will be made to contact the undersigned prior to rendering treatment, but treatment will not be
withheld if the undersigned cannot be reached.

Signature of Parent of Guardian Date

WAIVER, RELEASE, AND INDEMNITY AGREEMENT
If your child is under age 18 you MUST read and si  gn the following consent: | give permission for my above-named child to attend the
program at Courageous Sailing Center of Boston, Inc. | understand that my child will be sailing on Boston Harbor and/or Jamaica Pond, that

he/she will be required to wear a life jacket at all times when he/she is near the water, and that there will always be close supervision. | certify that
my child can swim 75 FEET AND TREAD WATER FOR 1 and 1/2 MINUTES. | agree to hold the Courageous Sailing Center of Boston, Inc, the

City of Boston, Boston Redevelopment Authority and all their directors, employees and officials harmless from any and all claims of injury. |
understand that photos of my child maybe used in Courageous publications.

Signature of Parent of Guardian Date






