
 Saint Brigid Catholic Church 
EDGE 2025-2026

  Meet us for EDGE on SUNDAY nights following Teen Mass, 6 - 8 PM ! 

EDGE Nights 
Edge meets on Sunday nights from 6:00 pm – 8:00 pm (after the 5:00 Teen Mass) in the new Pastoral Life 
Center.  EDGE is for all 6th, 7th and 8th graders.  We begin our evening with a meal and each night includes 
activities, teaching and small group time.  Small groups will be assigned according to grade.   Please join us 
for the Teen Mass at 5:00 in the Main Church.  We have a section reserved for Edge students in the front 
center right section and we look forward to being in community for Mass and then heading to the PLC 
together for a fellowship meal.   

7th   8th grade Retreat – TBD 
We will be planning a retreat, probably for the fall.  Stay tuned! 

Service Opportunities 
We offer several opportunities for our kids to participate in service activities throughout the year.  Typically 
EDGE students are asked to help with Breakfast with Santa, Taste of Saint Brigid, Mom’s Group activities 
and the Lenten Fish Fry’s.  Separate e-mails will go out to sign up for these opportunities if they are going to 
happen this year.   

Looking ahead to Confirmation 
The Archdiocese of Atlanta requires at least 2 years of Religious Education prior to entering the 
Confirmation Preparation Program.  At Saint Brigid, this means that students should either  

• Attend EDGE in 7th and 8th grade    - or -

• Attend Catholic School

--------------------------------------------------------------------------------------------------------------------------------------------- 
Donna Ortiz  

EDGE Youth Minister 

dortiz@saintbrigid.org 



SAINT BRIGID CATHOLIC CHURCH 
EDGE Registra on Form 2026-2027 

Donna Or z: dor z@saintbrigid.org

FEES: 1 child—$140 or 2 children $250 

FAMILY NAME:  

Emergency Phone Number: RelaƟonship to student:  

Mailing Address: 

Phone:    Email Address: 

Father’s  Full Name:  Father’s Cell:  

Mother’s Full Name: Mother’s Cell: 

STUDENT NAME:  
Last  First    Goes by 

Date of Birth:  Male_____ Female_____ 

Grade ________  School  ______________________________________________

Health Concerns/Allergies/Special Needs: ____________________________________________________________________________________

___________________________________________________________________________________________________________________________________ 

No ce of Training of Children under the Updated Policy of the Archdiocese of Atlanta Concerning the 
Protec on of Children and Vulnerable Individuals 

I hereby grant my approval for my child to aƩend the Archdiocesan training which will be conducted at one of 
the EDGE nights 

I decline to grant approval for my child to aƩend the Archdiocesan training, but understand that as the primary 
educator of my child the Church requests that I cerƟfy that I have provided such training to my child within the family.  
h p://www.archatl.com/ministries-services/safe-environment/grades-k-12/  

PARENT/GUARDIAN CONSENT 
_______I understand that promoƟonal pictures (individual or group) will be taken at EDGE events. I give permission for 
my teen’s pictures to be used for promoƟonal materials (permission slips, newsleƩer, webpage, calendars, parish 
bulleƟn, social media, etc.) highlighƟng the event. 
________I give permission for the Saint Brigid Youth Ministry staff and adult volunteers to contact my teen via: e-mail, 
text, Instagram, Facebook, TwiƩer and other forms of social media when it pertains to youth ministry.  

Parent Signature _______________________________________________________________ 

By policy, the churches in the Archdiocese of Atlanta maintain parishes and parish-sponsored events which are both drug 
and weapon free.  

EDGE is on SUNDAY nights, 6:00 - 8:00 PM 



 Catholic Archdiocese of Atlanta 

Saint Brigid Catholic Church 
September 2026 -September 2027

 Annual Medical Release 

Name of Student: _________________________________________ Date of Birth:_________________

Address:____________________________________________________________________________________ 

Emergency Medical Treatment:  In the event of an emergency, I hereby give permission to transport my child to a 

hospital for emergency medical attention.  I wish to be advised prior to any further treatment by the doctor and 

hospital.  If you are unable to reach me, contact: 

Emergency contact __________________________________ Phone # ____________________________ 

Relation to participant _________________________________

If you are unable to reach parent/guardian or the emergency contact person, I hereby grant permission for the 

doctor and hospital to exercise professional judgment in treating participant. 

Medical / Hospital Insurance Carrier _____________________________________________________________

Name of Policy Holder ________________________________  Relation to participant _____________________ 

Policy Number _______________________________________  Group Number___________________________

Father/Guardian’s full name:__________________________________________________________________ 

Phone #:________________________________    Cell # ____________________________________________       

Home address:_______________________________________________________________________________ 

Place of business/address:_____________________________________________________________________ 

Mother/Guardian’s full name:_________________________________________________________________ 

Phone #:________________________________   Cell # _____________________________________________

Home  address:_______________________________________________________________________________ 

Place of business/address:___________________________________________________________________________

Medications:  My child is taking the following medication(s): 

Description________________________________________________________ 
Description _______________________________________________________

Dosage________________________ 

Dosage ________________________ 

(Either a physician’s prescription or parent note must accompany all medications. Prescription /note should be attached to this form.) 

I hereby grant permission for non-prescription medications to be given, if deemed appropriate. 

Drug allergies ___________________________________________________________________________________

Other allergies / reactions (food, plants, insects, etc.) ____________________________________________________

List any other health problems / limitations that we need to be aware of ______________________________________ 

Signature of Parent / Guardian ______________________________ Date ______________________ 



2026 - 2027  volunteers

Name:  ____________________________ Email: _______________________ 

Home phone: _______________________ Cell: ________________________ 

 Edge Small Group Table Leader: We need two leaders per small group of approximately 

12-15 children. You would be responsible for co-leading your small group discussions. We will provide

you with all the materials needed for each night.   You are not responsible for teaching or coming up

with the content.  Must commit to attending all Edge nights.  (Emergencies do arise and we

understand, we can accommodate that as it comes up).   As a catechist, you will receive a 50%

discount on the EDGE program fees for your child(ren).

I would like my child(ren) in my EDGE small group.  

Names of child(ren) ________________________________________________________ 

 Kitchen Leader:   I am looking for 3-4 parents to take the lead on organizing this and then 

there will be a sign up for all parents to volunteer their time throughout the year.  Kitchen leaders will 

shop for the food needed for the menu that week and submit reimbursement forms and lead the 

volunteers on the week they are assigned in set up/preparing/serving/clean up.  If we get 4 parents, 

then you would only be responsible for leading every 4th week which is about 3 times per 

semester.  The commitment would be from about 5:15 to 6:30 PM plus the shopping during the 

week.  
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