BETHEL BAPTIST CHURCH

MEDICAL RELEASE AND GENERAL PERMISSION FORM

Effective dates: March 2008 to March 2009
Please print in ink



 
Name: ___________________________________________________
 Age ________ 



Last

First

Middle

Date of Birth:  ______________          Social Security Number: ______-______-_______

Year in school 
   Male     Female         Email _________________
Address 
                City
 


State 
    Zip 


Phone                                                  


       Pager / cell ________________
                           


Medical insurance provider                                                      Policy # ___________________
Mother’s name 
                            Phone: 
________________





Father’s name 
                            Phone:
________________
Emergency contact 
                            Phone:
________________
Physician ________________________________________   Office phone ______________
Dentist __________________________________________   Office phone  ______________


Is your child prone to (check all that applies):


 FORMCHECKBOX 
 Colds
 FORMCHECKBOX 
 sore throat

 FORMCHECKBOX 
 fainting 

 FORMCHECKBOX 
 bronchitis


 FORMCHECKBOX 
 Cramps
 FORMCHECKBOX 
 convulsions

 FORMCHECKBOX 
 allergies (list below)

Does your child have or has he ever had (check all that applies):


 FORMCHECKBOX 
 Asthma
 FORMCHECKBOX 
 heart trouble

 FORMCHECKBOX 
 lung trouble

 FORMCHECKBOX 
 sinus trouble


 FORMCHECKBOX 
 Hernia
 FORMCHECKBOX 
 appendicitis

 FORMCHECKBOX 
 appendix removed

Is your child currently under any type of medical treatment? 


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Is there any history of behavioral disorders or emotional disturbances? 

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Has your child been under the treatment of a psychiatrist in the past three years? 
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Date of last tetanus shot: _____/_____/_____

Please list any prescriptions or over-the-counter medications currently being taken:

	Name of Medication
	Dosage
	Times to be Taken

	
	
	

	
	
	

	
	
	


What medications may we administer: ______________________________________________________________________________________
Please list any drug interactions, food or other allergies: ______________________________________________________________________________________
______________________________________________________________________________________

Does your child have any physical disabilities or disorders that may affect their participation in activities? 

______________________________________________________________________________________

Are there any special instructions or comments relating to the questions above or to your child’s health and their participation in any activities? ______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________


I, ____________________________, have read the rules of conduct, the above evaluation of my health, and I agree to abide by the stated personal limitations and code of conduct. 

Student signature: ___________________________________
Date: __________________

Activities may include, but are not limited to: cookouts, boating, water skiing, swimming, basketball, rollerskating, rollerblading, games in the park, paintball, youth games, soccer, ice skating, volleyball, softball, baseball, camping, downhill skiing, snowboarding, hiking, lock-ins, biking, concerts, Bible studies, golfing, miniature golf, hayrides. 
__________________________________ has my permission to attend all youth activities               name of child                            sponsored by Bethel Baptist Church.
CONSENT TO TREAT:

While my child is attending these functions, I hereby authorize the adult(s) in charge, or in his/her absence or disability, any adult accompanying or assisting him/her, to consent to the following medical treatment for said minor:


(i) provide for, approve and authorize any health care at a hospital, emergency room, doctor’s office or other institution; (ii) employ any physicians, dentists, nurses or other person whose services may be needed for such health care; (iii) review and, if necessary, disclose the contents of any confidential medical records; and (iv) execute consent forms required by medical, dental or other health authorities incident to the provision of medical, surgical or dental care to the child.

Parent/guardian signature: ____________________________  Date: __________________

Medical Information





General Permission








                                    Bethel Baptist Church


CYP Form 5

