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Student(s) Name(s):

HANDBOOK AGREEMENT

Wehavereadmdilndewmdﬂlecontentsofﬁepmuﬂsmdmthmdbodkmdammabidebyﬁeﬁdesmdupmom

Stadent(s) Signature

Date
Parent(s)/Guardian(s) Sigaatore ~ Date

I release Marquette Academy from myhabﬂityordamagesﬂ:umyiesultﬁ'ommychﬂd’s inappropriate or unauthorized
use of the Internet, '

Having carefully read the school’s Intemet policy, I give permission for my child(ren) to have Inteinet acoess st the
school. I will support the pchool’s Acceptable Use Policy and reinforce it with my child(ren), -
Parent(s)/Guardian(s) Signature Date

PUBL_IQI_IX FORM

.On occasion, Marquette Academy!akesphomgmphs or makes an audio or video tape recording of children ;ndlmadnnw
involved in schoollpansh activ.iti.es. Suchphowgmyhs or video records may be used by staﬁ"and participants to

Parent(s)/Guardian(s) Signatre Dake

SERVICE PROJECT (GRADE 8)

I hereby agree that my child - may help in the schoo] cafeteria
during lunch hour when needed.

Parent(s)/Guardian(s) Sigastore “Dare



- Marquette Academy o
PERMISSION FORM FOR SCHOOL WALKING TRIPS

I am the custodial and responsible parent/guardian of

Name of Student(s)

I request that Marquette Academy allow my school aged child(ren) to participate in walks to
various locations around the Matquette Academy Early Education campus neighborhood. The
Marquette Academy teachers and students will take walks to learn about what is currently being
studied in class, such as the signs of changes in the seasons and traffic signs.

I request that Marquette Academy allow my preschool, elementary and/or high school aged
child(ren) to participate in walks between the Marquette Academy campuses for Masses, plays,
retreats, etc. I also request that MLA. allow my student to participate in walks to WCMY Radio
Station, 216 Lafayette Street and to area parks.

The activity will be supervised by at least one school employee.
If my child is injured in any way during this trip and if I cannot be immediately contacted at the

following phone number I grant full power to the supervising
school employee to do as follows:

1. Arrange for the transportation of my child, whether by ambulance or otherwise, to a proper
facility where emergency medical treatment would normally be administered, including but not
limited to, an emergency room of a hospital, a doctor’s office, or a medicalclinic; and

2. Sign releases as may be required in order to obtain any medical or surgical treatment as is
required in the judgment of medical authorities at the facility.

Tunderstand the risks such trips present to my child, including, but not limited to, serious
personal injury or death. Any questions I have concerning these trips have been answered,

In- consideration for my child being allowed to make any walking trip, I hereby RELEASE AND
AGREE TO INDEMNIFY AND HOLD HARMLESS the Diocese, the parish, the school and
their employees and agents, and the volunteers assisting the school, from any and all liability for
injuries, damages, medical expenses, or any other loss to my child or family or me (including

attorney’s fees) arising from or related to my child’s participation in an activity.

Signature of Parent/Guardian ' Signature of Parent/Guardian
Printed name of Parent/Guardian Printed name of Parent/Guardian
Date Date

Edition 2020



: _ MEDICAL INFORMATION
1 st chools
T i of Peany
STUDENT/MINOR NAME {(first, middle, last):
Address: Date of Birth:,
STUDENT/MINOR’S DOCTOR (first, middle, last): . . Phone:

MEDICAL CONDITIONS: Please list any medical conditions of the student/minor (asthma, diabetes, epilepsy, etc.):

List any allergies or allergic reactions to medications of the student minor:

List any medications the student/minor is presently taking:

Other pertinent medical information:

Date of student/minor’s most recent tetanus shot:

MEDICAL INSURANCE INFORMATION: Insurance Company:

Plan Number: . . Employee Ildentification#:

EMERGENCY CONTACTS: Parent or Guardian (first, middle, last name):

Cell: _ Work: Home:

Other Contact: Name (first, middle, last):

Phone (with area code): Relationship to student/minor;

AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT
This information will be kept in the possession of the school/parish. A copy will be distributed to the person in charge of each trip

or athletic activity in which the student/minor participates. Should the need arise this information will be given to the proper
medical authorities.

1, _ » [parent/guardian], understand that in the case of illness or injury to my child,

_ [child’s name], the school/parish will try to notify me or the person | have listed as an emergency
contact. In case of medical emergency concerning my child, at a time when | or my listed emergency contact cannot be notified,
| grant full power to the school/parish to 1) arrange for the transportation of my child, whether by ambulance or otherwise, to
a proper facility where emergency medical treatment would normally be administered, including but not limited tom, an
emergency room of a hospital, a doctor’s office, or a medical clinic; and 2) sign releases as may be required In order to obtain
any medical or surgical treatment as is required in the judgment of medical authorities at the facility.

Signature of Parent/Guardian: Date;




PERMISSION FORM FOR PARTICIPATION IN
MARQUETTE ACADEMY
CHRISTIAN SERVICE LEARNING PROGRAM

T (9-12)

T am the custodial and respansible parent/guardian of

I'understand that the completion of 30 houss per year for the Christian Service Learning Program
is a requirement; before final exams as well as for gradvation from Marquetie Academy.

Tunderstand that patticipation in acceptable project(s) is at the discretion of nty son/daughter with
my approval and that Marquette Academy assumes no responsibility for accident or injury
involving the student or others while participating ina project outside school hours and not
supervised by school personnel.

Tunderstand the risks such participation presents to my child, including but not limiled to, serious
personal injury ordeath, Any questions | have conceming this program have been answered.

In consideration of my child being allowed to participate in this program, [ hereby RELEASE
AND AGREE TO INDEMNIFY AND HOLD HARMLESS the Diocese of Peoria, the parish, the
school and theiriemployees and agents, and the volunteers assisting the school, from any.and all
liability for inju;-ies, damages, medical expenses, or any other loss to my child or family or me
(including attorneys' fees) arising from or related to my child’s participation in this program.

Y understand tha_:l the supervisor of this project will keep an accurate record of the student’s hours
and will, at the completion of the project, evaluate the student’s perforrnance.

i’azmthuardian

Date

G:\High School Reg Forms\Christian Srve Prgnm Frm.doc e



MARQUETTE ACADEMY HIGH SCHOOL
CONSENT FORM REQUIRED OF ALL
PARENTS AND STUDENTS

I/We have read the policy statement regarding the mandatory screening for drug usage that is
required of all students in attendance at Marquette Academy High School.

I/We understand that the school will request a hair sample of our son/daughter for the purpose of
this screening and I/we agree that our son/daughter will submit a sample upon request at any
time. I/We agree to the methodology being used for hair sampling and sharing the results with
appropriate persons referred to in the policy. I/'We further agree to defend and indemnify the
high school and the Diocese of Peoria, their employees and agents, against any demands or
claims of any type whatsoever (including the cost of attorney fees) asserted or based upon any
liability arising in any way from or related in any way to the Drug Screening Program, or any
acts, errors, or omissions relating thereto, by the student identified below whose attendance at the
high school is conditioned upon execution of this consent.

I/We understand that failure to comply with this policy in any part or in whole constitutes cause
for immediate dismissal from the school.

I/We agree to abide by the terms mandated by this policy if our son/daughter tests positive for
the presence of a prohibited substance and will cooperate fully in obtaining an immediate
assessment from a substance abuse professional. Furthermore, I/'we agree to also cooperate with
the particular plan of treatment or recovery that is recommended for our son/daughter.

I/We fully understand that refusal to sign this consent form renders our son/daughter ineligible
for attendance at Marquette Academy High School.

Student’s Name:
Student’s Signature: Date:
Parent/Guardian Signature: Date:

Parent/Guardian Signature: Date:




Marquette Academy High School - Athletic and Sporting Events
Parental/Guardian Consent Form and Liability Walver

Student’s Name:

Birth Date: Gender:

Parent/Guardian’s Name;

Home Address:

Home Phone: Work #: Cell #’s:

Request for Permission:

As parent and/or legal guardian, I give permission for my son/daughter named above to participate in
interscholastic athletics in the following sports during the current academic year:

___ Baseball ___ Basketball — Scholastic Bowl
_ Softball — Cross Country — Football

___ Volleyball ——  Cheerleading __ Golf

__ Track & Field — Wrestling — Dance Team
— Other:

As parent and/or legal guardian, I remain legally responsible for any personal actions taken by the above named
minor (“participant™).

I am aware that participating in sports will involve travel to practices and games. I acknowledge and accept the
tisks involved with my child’s travel. I further understand that participation in sports presents to my child the
risk of harm, including, but not limited to, serious personal injury or death. Any questions I have concerning
my child’s participation have been answered.

In consideration of my child being allowed to participate in the spori(s) indicated above, I hereby RELEASE
AND AGREE TO INDEMNIFY AND HOLD HARMLESS the Catholic Diocese of Peoria, the parishes, the
school, coaches, chaperones, volunteers or representatives associated with the cvent, and their employees and
agents, from any and all liability for injuries, damages, medical expenses, or eny other loss to my child or
family or me (including attorneys® fees) arising from or related to my child’s participation, Additionally, I give
my consent and approval for my child’s name and picture to be printed in any sports program, publication or
video.

As a parent/guardian, I further acknowledge that I am a role model. I will remember that school athletics is an
extension of the classroom, offering important learning experiences for the students. Therefore, 1 will show
respect for all players, coaches, spectators, and officials. Iwill only participate in cheers that support,
encourage and uplift the teams involved. I understand the spirit of fair play and good sportsmanship expected
by a Catholic school, and accepts the responsibility that comes with being a parent/guardian of a student athlete.

Parent Signature: Date:

Parent Signature: S Date:



|

L HS

A IHSA Sports Medicine Acknowledgement & Consent Form

TLETWROLE BICY GCHOO0L ABSUCIATION

Concussion Information Sheet

A concussion is a brain injury and all brain injuries are serious. They are caused by a bump, blow,
or jolt to the head, or by a blow to another part of the body with the force transmitted to the head.
They can range from mild to severe and can disrupt the way the brain normally works. Even
though most concussions are mild, all concussions are potentially serious and may result in
complications including prolonged brain damage and death if not recognized and
managed properly. In other words, even a “ding” or a bump on the head can be serious. You
can't see a concussion and most sports concussions occur without loss of consciousness. Signs
and symptoms of concussion may show up right after the injury or can take hours or days to fully
appear. If your child reports any symptoms of concussion, or if you notice the symptoms or signs
of concussion yourself, seek medical attention right away.

j Symptoms may include one or more of the following:

¢ Headaches ¢ Amnesia

e “Pressure in head” ¢ ‘“Don’t feel right”

s Nausea or vomiting o [Fatigue or low energy

e Neck pain ¢ Sadness

¢ Balance problems or dizziness » Nervousness or anxiety

¢ Blurred, double, or fuzzy vision o |rritability

e Sensitivity to light or noise ¢ More emotional

» Feeling sluggish or slowed down e Confusion

o Feeling foggy or groggy ¢ Concentration or memory problems

¢ Drowsiness (forgetting game plays)

e Change in sleep patterns ¢ Repeating the same
question/comment

LSﬁns observed by teammates, parents and coaches include:

Appears dazed

Vacant facial expression

Confused about assignment

Forgets plays

Is unsure of game, score, or opponent
Moves clumsily or displays incoordination
Answers questions slowly

Slurred speech

Shows behavior or personality changes
Can't recall events prior to hit

Can't recall events after hit

Seizures or convulsions

Any change in typical behavior or personality
Loses consciousness




-
‘ llsn IHSA Sports Medicine Acknowledgement & Consent Form

TLLIWGIE HIEH SCHO0L ABSOCIATION

Concussion Information Sheet (Cont.)

What can happen if my child keeps on playing with a concussion or returns too soon?

Athletes with the signs and symptoms of concussion should be removed from play
immediately. Continuing to play with the signs and symptoms of a concussion leaves the
young athlete especially vulnerable to greater injury. There is an increased risk of
significant damage from a concussion for a period of time after that concussion occurs,
particularly if the athlete suffers another concussion before completely recovering from
the first one. This can lead to prolonged recovery, or even to severe brain swelling
(second impact syndrome) with devastating and even fatal consequences. It is well
known that adolescent or teenage athletes will often fail to report symptoms of injuries.
Concussions are no different. As a result, education of administrators, coaches, parents
and students is the key to student-athlete’s safety.

If you think your child has suffered a concussion

Any athlete even suspected of suffering a concussion should be removed from the game
or practice immediately. No athlete may return to activity after an apparent head injury or
concussion, regardless of how mild it seems or how quickly symptoms clear, without
medical clearance. Close observation of the athiete should continue for several hours.
The Youth Sports Concussion Safety Act requires athletes to complete the Return to Play
(RTP) protocols for their school prior to returning to play or practice following a concussion
or after being removed from an interscholastic contest due to a possible head injury or
concussion and not cleared to return to that same contest.

You should also inform your child’s coach if you think that your child may have a
concussion. Remember it's better to miss one game than miss the whole season. And
when in doubt, the athlete sits out.

For current and up-to-date information on concussions you can go to:
http://www.cdc.gov/ConcussioninYouthSports/

Adapted from the CDC and the 3™ International Conference on Concussion in Sport
Document created 7/1/2011 Reviewed 4/24/2013, 7/16/2015, July 2017
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‘ m IHSA Sports Medicine Acknowledgement & Consent Form

TLLINGIE FIGH SCHODL ABSOCIATION

IHSA Performance-Enhancing Substance Policy

In 2008, the IHSA Board of Directors established the association’s Performance-Enhancing Substance
(PES) Policy. A full copy of the policy and other related resources can be accessed on the IHSA Sports
Medicine website. Additionally, links to the PES Policy and the association’s Banned Drug classes aré
listed below. School administrators are able to access the necessary resources used for policy
implementation in the IHSA Schools Center.

As a prerequisite to participation in IHSA athletic activities, we have reviewed the policy agree that l/our
student will not use performance-enhancing substances as defined by the policy. We understand that failure
to follow the policy could result in penalties being assigned to me/our student either by the my/our student’s
school or the IHSA.

IHSA PES Policy
http://www.ihsa.org/documents/sportsMedicine/2017-18/2017-18 PES policy.pdf

IHSA Banned Drug Classes
http://www.ihsa.org/documents/sportsMedicine/current/IHSA Banned Drugs.pdf




A IHSA Sports Medicine Acknowledgement & Consent Form

JLLTNGIS BICH SCHODL ASEOCIATION

Acknowledgement and Consent

Student/Parent Consent and Acknowledgements
By signing this form, we acknowledge we have been provided information regarding concussions and the IHSA
Performance-Enhancing Substance Policy.

STUDENT

Student Name (Print): Grade (9-12) __
Student Signature: Date:

PARENT or LEGAL GUARDIAN

Name (Print):

Signature: Date:

Relationship to student:

Consent to Self Administer Asthma Medication

lllinois Public Act 098-0795 provides new directions for schools concerning the self-carry and self-administration
of asthma medication by students. In order for students to carry and self-administer asthma medication,
parents or guardians must provide schools with the following:

» Written authorization from a student’s parents or guardians to allow the student to self-carry and self-
administer the medication.

» The prescription label, which must contain the name of the asthma medication, the prescribed dosage,
and the time at which or circumstances under which the asthma medication is to be administered.

A full copy of the law can be found at http://www.ilga.gov/legislation/publicacts/98/PDF/098-0795.pdf.

Each year IHSA member schools are required to keep a signed Acknowledgement and Consent form and a current Pre-participation Physical Examination
on file for all student athletes.




JIESA

B PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

Name: Date of birth:

O Medically eligible for all sports without restriction

O Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of

O Medically eligible for certain sports

O Not medicdlly eligible pending further evaluation
O Not medically eligible for any sports

Recommendations:

I have examined the student named on this form and completed the preparticipation physical evaluation. The athlete does not have
apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. A copy of the physical
examination findings are on record in my office and can be made available to the school at the request of the parents. If conditions
arise after the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is resolved
and the potential consequences are complefely explained to the athlete (and parents or guardians).

Name of hedlth care professional (print or type): Date:
Address: Phone:
Signature of health care professional: , MD, DO, NP, or PA

SHARED EMERGENCY INFORMATION

Allergies:

Medications:

Other information:

Emergency contacts:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Sociely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted fo reprint for noncommercial, educa-
tional purposes with acknowledgment.

TURN IN TO SCHOOL



13 UIESA

B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

Note: Complete and sign this form (with your parents if younger than 18} before your appointment.

Name: Date of birth:
Date of examination: Sportls):
Sex assigned at birth {F, M, or intersex: How do you identify your gender? (F, M, or other):

List past and current medical conditions.

Have you ever had surgery? If yes, list all past surgical procedures.

Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nutritional).

Do you have any allergies? I yes, please list all your allergies (ie, medicines, pollens, food, stinging insects).

Patient Health Questionnaire Version 4 (PHQ-4)
Over the last 2 weeks, how offen have you been bothered by any of the following problems? (Circle response.)

Notatall  Several days Over half the days  Nearly every day

Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control worrying 0 1 2 3
Little interest or pleasure in doing things 0 1 2 3
Feeling down, depressed, or hopeless 0 1 2 3

(A sum of =3 is considered posifive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes.)

GENERAL QUESTIONS

HEART HEALTH QUESTIONS ABOUT YOU
{Explain “Yes” answers at the end of this form,
Circle questions if you don’t know the answer.)

{CONTINUED}

9. Do you get light-headed or feel shorter of breath
1. Do you have any concerns that you would like to than your friends during exercise?
discuss with your provider?

i : . izure?
2. Has a provider ever denied or restricted your 10. Have you ever had a seizure?

participafion in sports for any reason?

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY

3.D h i dical i
PHSS g SIESINTIMECIESHSSs OF 11. Has any family member or relative died of heart

recent illness? _ "
problems or had an unexpected or unexplained
HEART HEALTH QUESTIONS ABOUT YOU Yes  No sudden death before age 35 years (including
4. Have you ever passed out or nearly passed out drowning or unexplained car crash)?
during or after exercise?

12. Does anyone in your family have a genetic heart
problem such as hypertrophic cardiomyopathy
{HCM), Marfan syndrome, arrhythmogenic right

5. Have you ever had discomfort, pain, tightness,
or pressure in your chest during exercise?

6. Does your heart ever race, flutter in your chest, ventricular cardiomyopathy (ARVC), long QT
or skip beats (irregular beats) during exercise? syndrome {LQTS), short QT syndrome {SQTS),

7. Has a doctor ever told you that you have any Brugada syndrome, or catecholaminergic poly-
heart problems? morphic ventricular tachycardia (CPVT)2

8. Has a doctor ever requested a test for your
heart? For example, electrocardiography (ECG)
or echocardiography.

13. Has anyone in your family had a pacemaker or
an implanted defibrillator before age 352




BONE AND JOINT QUESTIONS

14.

Have you ever had a stress fracture or an injury
to a bone, muscle, ligoment, joint, or tendon that
caused you fo miss a practice or game?

Yes

No

15.

Do you have a bone, muscle, ligament, or joint
injury that bothers you?

MEDICAL QUESTIONS

. Do you cough, wheeze, or have difficulty

breathing during or after exercise?

No

Avre you missing a kidney, an eye, a testicle
{males), your spleen, or any other organ?

. Do you have groin or tesficle pain or a painful

bulge or hernia in the groin area?

Do you have any recurring skin rashes or
rashes that come and go, including herpes or

methicillin-resistant Staphylococcus aureus
(MRSA)2

MEDICAL QUESTIONS {CONTINUED}
25. Do you worry about your weight?

Yes

No

26. Are you trying to or has anyone recommended
that you gain or lose weight?

27. Are you on a special diet or do you avoid
certain types of foods or food groups?

28. Have you ever had an eating disorder?
FEMALES ONLY
29.

Have you ever had a menstrual period2

Yes

No

30. How old were you when you had your first
menstrual period?

31. When was your most recent menstrual period?

32. How many periods have you had in the past 12
months?

Explain “Yes” answers here.

. Have you had o concussion or head injury that

caused confusion, a prolonged headache, or
memory problems?

. Have you ever had numbness, had tingling, had

weakness in your arms or legs, or been unable
to move your arms or legs after being hit or

falling?

. Have you ever become ill while exercising in the

heat?

. Do you or does someone in your family have

sickle cell frait or disease?

Have you ever had or do you have any prob-
lems with your eyes or vision?

I hereby state that, to the best of my knowledge, my answers to the questions on this form are complete
and correct.

Signature of athlete:
Signature of parent or guardian:

Date:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted fo reprint for noncommercial, educa-
tional purposes with acknowledgment.

Keep for Personal Records




@ PREPARTICIPATION PHYSICAL EVALUATION

PHYSICAL EXAMINATION FORM

Name: Date of birth:
PHYSICIAN REMINDERS

1. Consider additional questions on more-sensitive issues.
* Do you feel stressed out or under a lot of pressure?
* Do you ever feel sad, hopeless, depressed, or anxious?

* Do you feel safe af your home or residence?
L]

During the past 30 days, did you use chewing fobacco, snuff, or dip?
* Do you drink alcohol or use any other drugs?
* Have you ever faken anabolic steroids or used any other performance-enhancing supplement?
* Have you ever taken any supplements to help you gain or lose weight or improve your performance?
* Do you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing questions on cardiovascular symptoms (Q4-Q13 of History Form).

| Height: Weight:

Pulse: Vision: R 20/ L 20/ Corrected: OY ON

MEDICAL NORMAL  ABNORMAL FINDINGS

Appearance v

* Marfan stigmata {kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, hyperlaxity,
myopia, mitral valve prolapse [MVP], and aortic insufficiency)

Eyes, ears, nose, and throat

¢ Pupils equal

* Hearing

Lymph nodes

Hearf

*  Murmurs {auscultation standing, auscultation supine, and + Valsalva maneuver]

Lungs

Abdomen

Skin

* Herpes simplex virus (HSV), lesions suggestive of methicillin-resistant Staphylococcus aureus (MRSA), or
finea corporis

Neurological
MUSCULOSKELETAL NORMAL ABNORMAL FINDINGS

Neck
Back

Shoulder and arm

Elbow and forearm

Wrist, hand, and fingers
Hip and thigh
Knee

Leg and ankle

Foot and toes

Functional
* Double-leg squat test, single-leg squat fest, and box drop or step drop test

° Consider electrocardiography (ECG), echocardiography, referral to a cardiologist for abnormal cardiac history or examination findings, or a combi-
nation of those.

Name of health care professional (print or type): Date:
Address: Phone:
Signature of health care professional: , MD, DO, NP, or PA

€ 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Sociely for Sports Medlicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educa-
tional purposes with acknowledgment.

Keep for Personal Records



z v,
m Consent Form to Self Administer Asthma Medication OIESA

(not needed If current form is already on file with school)

Parent Consent

I s » do hareby glve my son/daughter, ,
Permission to self-administer his/her asthma medication as prescribed by hisfher physician during athletic competition.

Signature of Parent or Guardlan Date

Physician Consent

As a patient under my care,
Medication

s prescribed to self-administer the following asthma medication.

Purpose
Dosage

Time/Special Clrcumstances

Signature of Physiclan Data

Reviewed 4/24/2012




MARQUETTE ACADEMY - 2020/2021 SPECIAL EVENTS
PARENT VOLUNTEER FORM

The purpose of our Special Fundraising Events is to raise money to help offset the cost of tuition for every
student who attends Marquette Academy. We need your help to be successful. Contact Julie Verona,
Advancement Director, at 815-433-0125 Ext 1017 or jverona@marquetteacademy.net with any
questions. Hours worked can also be applied toward financial aid hours.

We ask every family to find THREE ways to help. Whether it's attending the events, a donation or
volunteering, your participation is necessary. If you need more information on job duties please email
Iverona@marguetteacademy.net. Simply fill out this form and return to MA in your registration packets,
attn: Special Events, or email jverona@marguetteacademy.net. We look forward to working with you!

PARENT INFORMATION

Mother’s Name Email Phone

Father's Name Email Phone

Child’s name and grade level

SPECIAL EVENTS THAT YOU WON'T WANT TO MISS

Alumni & Family Weekend

Purchase a Raffle Ticket Help Sell Raffle Tickets Purchase a tailgate ticket at $25

| am willing to volunteer and help with one of the following time slots:

______Setup 1-3pm ___ Food Server 3:30-6:30pm
_____Runner/Garbage Duty 4-7pm _____Cleanup 7-8pm

I am willing to donate the following item(s):

__ Yes, | can donate 2 cases of Beer ___ Yes, | can donate 4 cases of Water

Yes, | can donate 2 cases of Soda Yes, | can donate paper products
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Merry Everything Food Tasting and Christmas Bazaar

Help sell Raffle Tickets Buy Raffle Tickets
Yes, | can donate Baked Goods Yes, | can donate 2 cases of Beer
Yes, | can donate 4 cases of Water Yes, | can donate Wine

I am willing to volunteer and help with one of the following time slots:
Setup 3-8pm {date to be determined) Work the Baked Goods Table 4-6pm, or 6-8pm
Garbage Duty 4-7pm, or 7-10pm Food Servers 4:30-8pm

Cleanup 8-10pm (need many)

May Merriment

Be a part of the biggest fundraiser of the year. The money that we raise directly benefits our students
and the schooll It takes many volunteers and supporters to make this event possible. We hope you will
be a part of it!

Purchase a Big Cash Raffle Ticket for $100
Purchase a Tuition Raffle Ticket for $100

Help sell Raffle Tickets

Acquisitions

__Yes, | have airline miles, hotel stays or a condo that can be sold at the Auction
__ Yes, I have tickets to concerts or sporting events that can be sold at the Auction
___Yes, | have unigue one of a kind opportunity that can be sold at the Auction

Yes, | would like to organize a trip to be featured in the Live Auction

Table Captain

Yes, | can be a table Captain to fill a table of 8 guests

Auction Catalog

Description writer Proofreader
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Auction Invitations
Help with stuffing envelopes and mailing invitations
Decorations

Help with decorations for MMM39

Auction Setup
Help set up the gym the last week of April:
Thursday, April 28, 1-7pm, Set up gym, tables and décor

Friday April 30, 9am — 5pm, Set up gym, tables and décor

Donate/Sponsorship

_____Please contact me, | will donate and item service or gift for the Silent Auction
_____Please contact me, | would like to become a sponsor for MMM39

___ Please contact me, | would like to be an underwriter for MMM39

Please contact me, | know a business that would sponsor and/or donate

Auction Night Volunteers — Saturday, May 1, 2021
_____Supervise student food servers/waitresses 4:30 — 9:30pm
____ BeasSilent Booth Worker —4:45 -10pm

_____ Supervise the student presenters 7-10pm

_____Supervise the student audio/video Team 7-10pm
____Supervise Dishwashers and Cleanup Crew 7-10:30pm
—_Check In and Check Out Representative 4:30-10pm (need 4)
__ Raffle Tables — 4:45-10pm (need 4-6)

Take Pictures
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