CLEMMONS FIRST BAPTIST CHURCH
YOUTH GROUP MEDICAL RELEASE FORM 2016 


YOUTH MEMBER_____________________________________________________________________

ADDRESS___________________________________________________________________________ 

CITY_________________________________________STATE_________ ZIPCODE_______________ 

SEX______________ BIRTHDATE_________________________ GRADE_______________________

PARENTS: 
[bookmark: _GoBack]My permission is granted for the youth minister and/or college/adult chaperones, or adult present in charge of first aid to provide necessary medical attention in cases sickness or injury involving my child for the entire year of 2016. I, the undersigned, do hereby verify that the above information is correct, and I do hereby release and forever discharge the youth minister and/or any adult representing Clemmons First Baptist Church from any and all claims, costs, demands, actions or causes of action, past, present or future arising out of any damage or injury in connection with my or my child’s employment by or participation in this event. I agree to indemnify the Released Parties for any and all claims, demands, damages, injuries, costs, suits or causes of action past, present, or future arising out of or caused by myself or by my child while participating in this event or while on property leased or owned by any of the Released Parties. I also give full permission for my child to be disciplined as agreed upon by the youth leaders present including having to retrieve my child early if severe rules are broken. I hereby agree to these terms as indicated by my signature below (youth under 18 requires Parent/Guardian signature)


PARENT’S NAME (PRINT)__________________________________PHONE #____________________

PARENT/GUARDIAN SIGNATURE_____________________________DATE_____________________

NOTIFY IF PARENTS CAN’T BE REACHED_______________________________________________ 

RELATIONSHIP_______________________PHONE #_______________________________________ 

PHYSICIAN’S NAME_____________________________

INSURANCE INFORMATION: 

COMPANY______________________________________POLICY NUMBER_____________________ 

GROUP NUMBER_____________________________________________________________________ 

POLICY IN NAME OF________________________________________BIRTHDATE_______________ 

In space below list any allergies, medical needs or physical limitations your child might have: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Parents: Please list any other information that we should know about: 
__________________________________________________________________________________________________________________________________________________________________________
