Medical Release Form
MEDICAL INFORMATION FOR

Name ____________________________________________________ Grade________ Age________ Birth date _______________              

Medical Insurance: ________________________________________________Group Policy # ______________________________                                 

Claim Office address:_________________________________________________________________________________________

Claim Office telephone: (         ) ____________________________________

Where parent can be reached? (address)   _______________________________________________________________________

___________________________________________________________________________________________________________

Telephone: (         ) ______________________________________________

List any medical problems, conditions, allergies, medications you are presently taking and any medication reactions: ___________________________________________________________________________________________________________

Blood type: _____________  Date of last tetanus shot _________________

Physician’s name, address and Telephone:_______________________________________________________________________

___________________________________________________________________________________________________________
PARENTAL AUTHORITY TO CONSENT TO TREATMENT OF MINOR

__________________________________



Herein “Parent/Guardian”






__________________________________



Pastor Zachary B. Rollins
Herein “Minor”
Youth Minister/Youth Director/Sponsor or Designee Herein “Agent” 
The above named Parent/Guardian of the Minor has entrusted the Minor into the care of the Agent, an adult, and a duty authorized representative of the Organization, while the Minor participates in an activity sponsored by the Organization and for the welfare of the Minor.  The Parent/Guardian does hereby authorize the Agent, as agent for the undersigned to consent to any X-ray examination, anesthetic, medical or surgical diagnosis or treatment and hospital care which is deemed advisable by, and is to be rendered under the general or special supervision of, any physician and/or surgeon licensed under the provisions of the Laws of the State or Country in which the medical care is being sought and on the medical staff of any hospital or to consent to any x-ray examination, anesthetic, dental or surgical diagnosis or treatment to be rendered to the Minor by any dentist licensed under the laws of the State or Country in which the dental care is being sought.  It is understood that this authorization is given in advance of any X-ray examination, anesthetic, medical or surgical diagnosis or treatment and hospital care being required but is given to provide authority and power on the part of the Agent to give specific consent to any and all such examination, anesthetic, diagnosis, treatment, or hospital care which the aforementioned surgeon, physician and/or dentist, in the exercise of his/her best judgment, may deem advisable.  This authorization is given pursuant to the provisions of the laws of the State or Country in which the medical or dental care is being sought.  The Parent/Guardian hereby authorizes any hospital which has provided treatment to the Minor to surrender physical custody of the minor to the Agent upon the completion of treatment. This authorization is given pursuant to provisions of the Laws of the State or Country in which the medical or dental care is being provided. The Parent/Guardian hereby agrees to fully pay all costs of medical or dental care incurred for the Minor by the Agent, or the Organization, under this authorization.  These authorizations shall remain effective until May 31, 2009 unless sooner revoked in writing delivered to said Agent. 

____________________________________________________________________

Dated: Parent/Guardian Signature (if over 18 please sign for yourself)

[THIS PORTION TO BE COMPLETED BY NOTARY]

STATE OF ______________________________________________       COUNTY OF _______________________________________

Sworn to before me and subscribed in my presence this  

_________ day of  _________________________ ,  200____

_____________________________     
_______________






NOTARY PUBLIC



EXPERATION DATE

This document must be notarized to attest to the authenticity of the signatures contained herein.


















[SEAL]








