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Dear MC Experience Applicant, 

We are excited that you have taken the time to apply to DCMC EX.   

If you have any questions, please give us a call at our church offices or contact the director whose information is at the bottom of the page.  Please remember to have your parental release form filled out and included when you send this application in. Once you have filled this out and sent it in, you are signed up to come, and are already on our list to come.  We ask that you send in all of your money with the application; however we know that circumstances can arise, so if that were to happen, please call and talk to your director.  Everything may be mailed to the DCMC offices: 

Atlanta International Church 

Attn. Bridget Roberts

P.O. Box 54537 

Atlanta, GA 30308 

After we have received your application, an individual from the DCMC 

staff will contact you and let you know that we received your information and look forward to seeing you.

Thank you for applying to ATL DCMC Experience. 

DCMC Staff 

Atlanta Dream Center MC EX. Application

Personal Information                                      

Full Name_____________________________________________________________ 

Present Address_______________________________________________________ 

City______________________ State________ Zip__________________________ 

Phone Number_____________________ Email_______________________________ 

Birth date__________________ Age______________________________________

Family Background                                            

Name of Father or Guardian____________________________________________ 

Address_______________________________________________________________ 

City ______________________ State ________ Zip________________________ 

A[image: image1]ccepted Christ?  Yes   No   Occupation_______________________________ 

Name or Mother or Guardian____________________________________________ 

Address_______________________________________________________________ 

City______________________ State________ Zip__________________________ 

Accepted Christ?  Yes  No   Occupation________________________________ 

Medical Background                                            

How would you describe your health?  Excellent   Good   Fair   Poor 

List any allergies____________________________________________________ 

List any physical limitations_________________________________________ 

List any current medications__________________________________________ 

ALL MONEY IS DUE WHEN APPLICATION IS TURNED IN TO THE ATL DCMC EX OFFICES. 

I agree that everything that I have stated in this application is true to the best of my knowledge.

Signature ___________________________ Date ___________________________ 

We look forward to working with you and to seeing what God does in you while here, having the MC Experience.  Any questions please check us out at atldcmc.com, or atldcschoolofministry.com for a list of things to bring, fees and any other information that you may need.

Please fill out and return to Bridget Roberts
Name:_______________________________
Address:______________________________________________________________________
Phone Number:______________________________
Parents’ name(s):_______________________________________________________________
Parents’ phone:_________________________________________________________________
Emergency Contact Name:________________________________________________________
Emergency Phone:_______________________________________________________________
Do they need any medication or are the allergic to anything? Please be specific.
______________________________________________________________________________
I,  ____________________ give full permission for my child,  ______________________. To attend “MC Experience”.  I understand that the Atlanta Dream Center Master’s Commission or any other leaders and or staff involved will not be held liable for any accident, injury, or death that may occur.
_____________________________________                              __________________________
Parent’s signature                                                                                Date
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