First United Methodist Church of Heath
GENERAL AND MEDICAL RELEASE FORM
Effective June 1, 2008 – June 1, 2009
Student Information: 

Student Name: 










Age: 

 
Date of Birth: 






Home Phone: 






School attending Fall 2008: 






Grade entering Fall 2008: 


Home address, city, state, zip code: 











Student cell: 






Student e-mail address: 




Parent/Guardian Information:

Father’s name: 





Father’s Occupation: 





Cell phone: 






Work Phone: 






Mother’s name: 




   
Mother’s Occupation: 






Cell phone: 






Work Phone: 






Emergency contact name: 





Phone: 





Physician: 





 
Office Phone: 






Name of medical insurance company: 










Policy number: 





Group number: 





HEALTH HISTORY

List all known allergies: 












Other conditions:     ___ Heart condition

___ Diabetes


___ Asthma



         ___ Physical Handicap  
___ Epilepsy


___ Glasses or contacts



         ___ Activity restrictions

___ Hearing aids

___ Other
If you checked any of the above, please provide further necessary information: 





Name, dosage, and schedule of medications that must be taken: 







Date of last tetanus shot: 




Given by: 






Media: Do you give permission to First United Methodist Church of Heath to use any pictures/video taken of your child during church sponsored activities for publicity?  This may include, but is not limited to, bulletin board, slide show, newsletter, and/or website publication (Check one).   
Yes  
 


[image: image1]
No  

T-shirt Size (In Adult Sizes) circle one:
S
M
L
XL
XXL
XXXL
This consent form gives permission to seek whatever medical attention is deemed necessary, and releases First United Methodist Church of Heath and its staff of any liability against personal losses of named child.

I/We the undersigned have legal custody of the student named above, a minor, and have given our consent for him/her to attend events being organized by the Church.  I/We understand that there are inherent risks involved in any ministry or athletic event, and I/we hereby release the Church, its pastors, employees, agents, and volunteer workers from any and all liability for any injury, loss, or damage to person or property that may occur during the course of my/our child’s involvement.  In the event that he/she is injured and requires the attention of a doctor, I/we consent to any reasonable medical treatment as deemed necessary by a licensed physician.  In the event treatment is required from a physician and/or hospital personnel designated by the Church, I/we agree to hold such person free and harmless of any claims, demands, or suits for damages arising from the giving of such consent.  I/We also acknowledge that we will be ultimately responsible for the cost* of any medical care should the cost of that medical care not be reimbursed by the health insurance provider.  Further, I/we affirm that the health insurance information provided above is accurate at this date and will, to the best of my/our knowledge, still be in force for the student named above.  I/we also agree to bring my/our child home at my/our own expense* should they become ill or if deemed necessary by the youth director or other employee of the church.
** SIGN ONLY IN THE PRESENCE OF CERTIFIED NOTARY

Signature: 






Relation to Student: 




Print name: 














Date: 















FOR NOTARY SIGNATURE ONLY

Sworn to and subscribed before me this 


 day of 




, 20



Notary Public signature: 











State of: 




My commission expires: 




Print, type or stamp commissioned name of Notary Public:

The above signed is personally known to the Notary Public 

 or produced identification 



Type of identification produced: 












*To ensure that medical attention can be given in case of an emergency and/or that transportation home can be provided if necessary, we ask that you fill out the attached credit card information form and return it in the provided sealed envelope along with this completed medical release form (put only the credit card information in the envelope).  This will be extremely useful if a parent/guardian cannot be reached for information.  Your privacy is extremely important to us.  The envelope containing your sensitive information will not be opened unless necessary to provide medical care or transportation home.
Credit Card Information Form
Name as shown on Credit Card: 











Credit Card Provider: 




 Credit Card Number: 






Expiration Date: 
/
/


Student Name(s): 














---------------------------------------------------------------------------------------------------------------------------------------






Credit Card Information










    Last Name



        First Name

Student Names
