THE NEW GENERATION SINGERS, INC.
w Tour Permission, Medical Authorization & Media Release

SIS

2026 Canadian Rockies Tour - July 18t through August 1st

Participant Information

Participant Name

Date of Birth

Age

Address

City / State / ZIP

Participant Cell

Email

Church (if applicable)

Parent / Legal Guardian

Name

Relationship

Cell Phone

Home Phone

Work Phone

Email

Emergency Contact (Other Than Parent)

Name

Relationship

Phone




Medical Information Participant Name:

Primary Physician

Physician Phone

Insurance Company

Policy / Group Number

Allergies:

Current Medications:

Medical Conditions / Special Needs:

Dietary Restrictions:

Other/Misc:

Parent/Guardian Consent, Authorization & Release

[ authorize my child to participate in the tour sponsored by The New Generation Singers, Inc. [ authorize
emergency medical treatment if [ cannot be reached, authorize travel by organization-approved transportation
including travel to and from Canada, acknowledge the inherent risks of travel and group activities, and
understand reasonable itinerary changes may occur. To the fullest extent permitted by law, I release and hold
harmless The New Generation Singers, Inc,, its directors, officers, employees, volunteers, chaperones, churches,
and sponsors from claims arising from ordinary circumstances, excluding gross negligence or intentional
misconduct. [ authorize leaders to assist with prescribed medications, understand the organization is not
responsible for lost or stolen property, and grant permission for the organization to photograph, video record,
livestream, and use my child's image, voice, and likeness for ministry, educational, promotional, fundraising,
website, printed materials, and social media without further permission or compensation. My child and I agree
to follow all tour rules and expectations.

Signatures

Parent/Guardian Signature

Printed Name

Date

Phone

Email
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