
Appendix C

Flemington Presbyterian Church

Medical Release

Name of Participant: 











Parent(s) or Guardian(s): 










Address: 












City: 





 State: 



 Zip: 



Home Phone: 



 Other Phone(s): 






Age of Youth: 



 Birth Date: ___
____ Grade: 


Family Physician: 






 Phone: 



Medications Taken: (Doses)










Allergies: (drug, food or environmental)











______________________________________________________________
Other Pertinent Health Information: 




Date of last Tetanus Shot: ______
(Please use back of sheet if needed.)
Medical Insurance Company: 





 Group No.: 


Medical Insurance ID No.: 





 Phone: 



Emergency Contacts:

Name: 




 Phone: 



 Relationship: 


Name: 




 Phone: 



 Relationship: 


First Aid and Emergency Medical Treatment:
I recognize that there may be occasions where the participant named above, may be in need of first aid or emergency medical treatment as a result of an accident, illness, or other health condition or injury. I hereby give permission for agents of Flemington Presbyterian Church to seek and secure any needed medical attention or treatment for the participant named above, including hospitalization. In case of medical emergency, I understand that every reasonable effort will be made to contact me. In the event that I cannot be reached, I hereby give permission to the physician selected by the agents of Flemington Presbyterian Church to hospitalize, secure treatment for, and to order necessary medication, anesthesia, or surgery for the participant named on this application. In doing so, I understand that my personal medical insurance is the primary coverage for treatment and I agree to pay all fees and costs, not covered by my insurance. 

I also agree to notify agents of Flemington Presbyterian Church if there are any changes in the above information that I have submitted.

Parent/Guardian Signature: 






 Date: 




Updated 9/08/13
PRINT CLEARLY








