
 

 

REGISTRATION FORM 

NAME:  ___________________________________ 

ADDRESS: _________________________________ CITY: ____________ STATE: _____ ZIP: ________ 

EMAIL: ____________________________________ PHONE NUMBER: _________________________ 

YEAR OF CAR: ___________ MAKE OF CAR: _________________ MODEL: _____________________ 

INSURANCE COMPANY: _________________________ POLICY NUMBER: ______________________ 

ADDITIONAL COMMENTS: ____________________________________________________________ 

INSTRUCTIONS: 

Complete all of the form fields and mail to UMC  1800 West Charleston Blvd  89102,  Attention: Calesha 

Johnson Trauma Admin OR bring completed form on day of event. Bring your $25 cash or check donation 

for registration during the day of the event. Make checks payable to: Children's Hospital 
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