Medical and Photo/Video Permission and Release Form

Date: _________________________________

Name of Church: ___________________________________________________________________________

Name: ________________________________________________________   Age:  _____________________

Address: __________________________________ City: ____________________ State: _____ Zip:_________

In case of an emergency notify: ________________________________________________________________ 

Family Physician:  ____________________________________    Phone #:  (           _)____________________

Insurance Co.: _______________________________________     Policy #:  ____________________________

Immunizations: ___________  Tetanus: ____________ Polio Booster: ____________  Mumps: ____________

******************************************************************************************

Past Medical History
(Check giving appropriate information)

_____ Asthma   _____ Sinusitis   _____ Bronchitis   _____ Kidney Trouble   _____ Heart Trouble  _____Diabetes  _____ Dizziness   _____ Stomach Upset   _____ Hay Fever

Allergic Reactions to:

Drugs:  _________________________________  Insect Stings/Bites:__________________________________

Foods:
_________________________________   Other:
__________________________________________

Previous operations or serious illnesses:  _________________________________________________________

__________________________________________________________________________________________

MEDICATIONS now taking with instructions:  ___________________________________________________

__________________________________________________________________________________________

Physical Restrictions:  _______________________________________________________________________

__________________________________________________________________________________________

Medical and Photo/Video Permission and Release Form

PERMISSION:

A. Permission For Adult Supervision:  I understand that an adult might spend time with my child in an unsupervised situation.

B. Permission for Treatment:  My permission is granted for a retreat nurse, chaperone, or other adult present to obtain necessary medical attention in case of sickness or injury to my child. 

C. Permission for Photos/Videos:  I understand that as a participant, my child may be photographed or videotaped during normal activities and these photos/videos may be used in promotional materials.

I, the undersigned, do hereby verify that the above information is correct and I do hereby release and forever discharge all sponsors, employees, chaperones from any and all claims, demands, actions, or cause of action, past, present, or future arising out of any damage or injury while employed by or participating in the activity.

Dated this ________ day of _________________, 20_____

________________________________________   

_________________________________________   

                 Parent or Guardian Signature




Witness Signature

