MYERS PARK BAPTIST CHURCH YOUTH MINISTRY

MEDICAL CONSENT FORM

Youth Information:

Name __________________________________________   Date of Birth: ____/____/_____

Address __________________________________________ City  ____________________ State ______

Zip Code ____________               Home Telephone  (_____)___________________________

Parent/Guardian Information:

Name ____________________________________   Work # (       ) ______________________

Emergency contact (name): ________________________ Telephone#   (     ) ________________________

To whom it may concern, 

The undersigned does hereby give permision for our (my) child listed above to attend and participate in all activities and events sponsored by or participatedin by MYERS PARK BAPTIST CHURCH and its ADULT LEADERS and VOLUNTEERS. 

The undersigned does also hereby give permission to our (my) child to ride in any vehicle designated by teh adult in whose care the minor has been entrusted while attending and participating in activities sponsored by or participatedin by MYERS PARK BAPTIST CHURCH. 

Emergency Care

We (I) hereby authorize an adult, in whose care the minor has been entrusted, to consent to any x-ray examination, anesthetic, medical, surgical or dental diagnosis or treatment, and hospital care, to be rendered to the above minor under general or special supervision and on the advice of any licensed physician or dentiston th emedical staff of a licensed hospital or medical center whether such diagnosis or treatment is rendered at the office of said physician, said hospital, or said medical center. 

The undersigned shall be liable and agree(s) to pay all costs and expenses incurred in connection with such medical and dental services rendered to the aforementioned child pursuant to this otherwise, the undersigned shall assume all transportation costs. 

PLEASE LIST BELOW ANY ALLERGIES, PRESCRIPTIONS, MEDICATIONS, OR MEDICAL INFORMATION WE MAY NEED TO KNOW ABOUT YOUR CHILD:

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

- continued

POLICY HOLDER'S NAME AND SS# _________________________________________________________

INSURANCE COMPANY:__________________________________TELEPHONE # (___) ________________

POLICY #  _____________________________________   DATE OF POLICY ____/_____/______

PHYSICIAN: ____________________________________  TELEPHONE # (____) ______________________

PARENT/GUARDIAN SIGNATURE(S)   

________________________________________________________

