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ATTACHMENT 1

HOLOCAUST COUNCIL
 OF
 JEWISH FEDERATION OF GREATER METROWEST NJ
BAR/BAT MITZVAH

TWIN-WITH-A-SURVIVOR STUDENT CONTRACT 

I, _________________________________________, who will become a 
   
 Student’s Name – Please Print

Bar/Bat mitzvah at ________________________________________________________ on

(Please circle)

Synagogue & Rabbi’s name performing ceremony – Please Print

________________________, agree to participate in the Twin-With-A-Survivor program.

I want to twin with a survivor because_________________________________________________________________
________________________________________________________________________
________________________________________________________________________
_________________________________________________________________________
I agree to interview my assigned Survivor at
least three times, keep written notes, and speak about him/her at my Bar/Bat Mitzvah and at my future Bar/Bat Mitzvah anniversaries.

____________________________________

_________________
Student’s signature






Date

_________________________________________________________________              

Student’s address








__________________________            _________________________________

E-mail                                                                Telephone number

Synagogue Permission

I _________________________________, agree that ___________________________

Rabbi/Cantor/Educational Director – Please Print

     Student’s Name

 may participate in Twin-With-A-Survivor at his/her Bar/Bat Mitzvah.

_____________________________________   

Signature of clergy performing the service
ATTACHMENT 2

HOLOCAUST COUNCIL
 OF 
JEWISH FEDERATION OF GREATER METROWEST NJ
BAR/BAT MITZVAH

TWIN-WITH-A-SURVIVOR PARENT CONTRACT

I hereby give my child, ____________________________________,




          


Student’s Name
permission to engage in the Twin-With-A-Survivor program. 

I understand that it is my obligation to drive my child to the Survivor’s location.

________________________________

Parent’s Name – Please Print

_____________________________________________________________________

Parent’s Address

_____________________________________
Parent’s E-Mail

_________________________________________________________

Parent’s Signature



            Date

Please complete and return this application at least six months prior to your event. Mazel Tov ! 

Holocaust Council of Jewish Federation of Greater MetroWest NJ
901 Route 10 East

Whippany, NJ 07981

Phone:  973-929-3194   Fax:  973-884-9316

holocaustcouncil@jfedgmw.org
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