2025 WEST CoAST CHRISTIAN CONFERENCE
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For participants under age 18 who will not be accompanied by their parent/legal guardian, please have their parent/legal guardian

complete this form. One form per minot.
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I , hereby give my child

permission to attend the 2025 West Coast Christian Conference from July 23 to 27. The following adult, also attending the Conference,

will act as his/her guardian during the conference.

B NIES Acting guardian’s name:

B NLEMER T Acting guardian’s assembly’s name:

i NTFHE Acting guardian’s cell:

LEEFHE Parent’s Cell:

HHRSFNEHBA TSI AR Emergency contact:

4 Name: e Relationship:
st Phone: % Home: FHE Cell:
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WzigsEE bt —HZai LB F eI 77 77 U7 Al . Please submit via email or mail by July 1.
BIHINE email address: registration@westcoastchristianconference.com

WeFHE mailing address: 1411 Hillerest Blvd, Millbrae, CA 94030
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I, (We), the undersigned, Parents or Guardians of minors, do hereby authorize WCCC and its

representatives as agent(s) for the undersigned to consent to any X-ray examination, anesthetic, medical or surgical diagnosis or
treatment and hospital care which is deemed advisable by, and is to be rendered under the general or special supervision of any
physician and surgeon licensed under the provision of the medical practice act on the medical staff of any accredited hospital, when
such diagnosis or treatment is rendered at said hospital. It is understood that this authorization is given in advance of any specific
diagnosis, treatment, or hospital care required, but is given to provide authority and power on the part of our aforesaid agent(s) to give
specific consent to any and all such diagnosis, treatment or hospital care which the aforementioned physician in the exercise of his/her
best judgment may deem advisable.
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