MEDICAL & LIABILITY RELEASE FORM


Muir’s Chapel United Methodist Church


314 Muir’s Chapel Road


Greensboro, NC 27410

Note to Parents:  This form (1) gives your permission for your child to ride in church transportation & (2) gives the group leader authorization to secure medical aid for your child should it be necessary.

The undersigned parent(s) or guardian(s) of __________________________ hereby give his/her/their consent to allow the above named child to be transported from and back to Muir’s Chapel United Methodist Church in church transportation to all events and activities that are planned Youth Activities of Muir’s Chapel UMC between August 23, 2009 through September 1, 2010.  The trip will include transportation to and from the event site and the surroundings of that site (i.e. stopping at a restaurant for a meal, etc.).  The undersigned hereby authorize any hospital, clinic physician, doctor, nurse, or technician to furnish my child, named above, any medical care and treatment necessary as a result of injuries sustained, including hospitalization, injection, anesthesia or surgery or other emergency medical care and treatment as the circumstances require while being transported from and back to the church and while at the place of destination.  The undersigned further authorized a representative of the Muir’s Chapel United Methodist Church to retain or acquire said medical care and treatment in behalf of the undersigned as if personally done by the undersigned. In Addition, I will not hold the staff of Muir’s Chapel United Methodist Church, the Western North Carolina Conference, or any of its members (staff or volunteers) responsible in the event of accident, loss or death.  All acts so done are hereby expressly ratified.  (Please be sure to note on the reverse side any medications to which your child is allergic or medical conditions that you feel are important, i.e. medications your child is taking.)

______________________________________________ 






  
Parent (or Guardian) Signature(s)

************************************************

COVERED BY INSURANCE: _____ YES _____ NO    

POLICY/CONTRACT #: ____________________  GROUP NUMBER:________________________

POLICY HOLDER:____________________________

INSURANCE COMPANY:____________________________________________________________

__________________________________________________________________________________

______________________________________________ 






  
Parent (or Guardian) Signature

CHILD/YOUTH AGREEMENT

I agree to abide by all rules and regulations.  If I am unable to do so, I understand that there is a strong probability that my parent(s) will be called to pick me up at my own expense.

______________________


________________________________________________
(Date)






(Child/Youth’s Signature)

MUIR’S CHAPEL UNITED METHODIST CHURCH

MEDICAL RELEASE FORM INFORMATION SHEET
Name: __________________________________________________________________________



(Last)




(First)




(MI)

Address: ________________________________________________________________________



(Street)





(City)

(ST)
(ZIP)

Home Phone: ________________________________ Social Security # ______________________

Mother/Guardian Name: __________________________ Cell Phone: ________________________








         Work Phone:_______________________

Father/Guardian Name: ___________________________ Cell Phone: ________________________








         Work Phone:_______________________

If parent is not available, in case of an emergency, please contact:

Name 1: _______________________________________ Relationship: _______________________

Address: _________________________________________________________________________



(Street)





(City)

(ST)
(ZIP)

Home Phone: __________________  Cell Phone: _______________  Work Phone: _____________

Name 2: _______________________________________ Relationship: _______________________

Address: _________________________________________________________________________



(Street)





(City)

(ST)
(ZIP)

Home Phone: __________________  Cell Phone: _______________  Work Phone: _____________

MEDICAL INFORMATION:

IMMUNIZATIONS:  ___________________Date of last Tetanus Shot  ________________________

ALLERGIES: (Food, Drug, Other)______________________________________________________

__________________________________________________________________________________

DISEASES/ILLNESSES:_____________________________________________________________

__________________________________________________________________________________

SURGERIES: (List & Give Dates) ______________________________________________________

__________________________________________________________________________________

LIST ANY MEDICATIONS: __________________________________________________________

OTHER:  __________________________________________________________________________
