Hope Reformed Church Youth Ministries Medical and Permission to Secure Medical Treatment and Release from Liability Form

This form is considered a legal document and is authoritative from the date of signing until 10/09

PLEASE CIRCLE    

HIGH SCHOOL

MIDDLE SCHOOL

Name of Student _________________________________________________________________  Age ______________

Date of Birth ________________________  Sex ________________  Height ______________  Weight ______________

Address ___________________________________________________________________________________________

Home Phone   (_____)______________________________

I understand that in the event medical intervention is needed, every attempt will be made to contact the persons listed on this form.  In the event I cannot be reached in an emergency, I hereby give permission to the physician or dentist selected by the activity leader to hospitalize, to secure medical treatment and/or to order an injection, anesthesia, or surgery for my child as deemed necessary.

I understand that my insurance coverage for my child will be used as primary coverage in the event medical intervention is needed.  Coverage by Hope Reformed Church through its accident policy will be used as a backup for what my family’s insurance does not cover.

I understand all reasonable safety precautions will be taken at all times by the Hope Reformed Church and its agents.  I understand the possibility of unforeseen hazards and know the inherent possibility of risk.  I agree not to hold Hope Reformed Church, its leaders, employees, and volunteer staff liable for damages, losses, diseases, or injuries incurred by the subject of this form.

Parent/Guardian Signature________________________________________________  Date________________________

Signature of Student (if over 18) ___________________________________________  Date_______________________

Emergency Contact Person

Parent/Guardian Name _______________________________________________________________________________

Address (if different from student)

__________________________________________________________________________________________________

Home Phone  (_______)____________________________  Work Phone   (________)____________________________

Cell  Phone (______)____________________________

Alternate Emergency Contact  

Name ____________________________________________________________________________________________

Home Phone 
(______)___________________________  Cell  Phone 
(_______)______________________________

Insurance Information

Insurance Provider___________________________________________ Policy #_________________ Group #________

In whose name is the insurance?_________________________________ Family Doctor___________________________

Doctor Phone#_________________________________    Date of last Tetanus Shot______________________________

Pre existing and/or present medical conditions_____________________________________________________________

Circle if your child presently has or had had in the past

Allergies/Hay Fever/Epilepsy/Nervous Disorder/Physical Disabilities/Heart Condition/Diabetes/Asthma

Please list the allegries_______________________________________________________________________________

Does your child take any medications?  If so what type and dose

_________________________________________________
____________________________________________

