First United Methodist Church

Youth Events August 2007-August 2008

Medical Information and Release Form
Name: ________________________________________ Sex:  M  F

Address: ____________________________________________________

Parent Phone Numbers: (H)_______________ (Cell)_________________

                                     (W)_______________

Emergency Contact person and Number: ___________________________
(In case parent/s not available)

Date of Birth__________________ Height_________ Weight________

Current medication (name, dose, and how often received):

_______________________________________________________________________________________________________________________________________________________________________________________

Allergies to medications: ________________________________________

Allergies to foods: ______________________________________________

Special needs (dietary, physical, or other): ___________________________

Other conditions we need to be aware of (ADHA, sleepwalks, can not swim, etc.): _________________________________________________________

Date of last tetanus shot: _____________

Medical insurance provider: ______________________________________

Policy or group number: _______________ Insurance phone: ___________

Family physician: _________________________ Phone: _______________
I authorize youth leader(s) of First United Methodist Church/ emergency physicians/ EMS personnel to provide necessary medical treatment for my son/ daughter.

Parent or Guardian Signature                                    Date

