CREEKSIDE COMMUNITY CHURCH

MEDICAL HISTORY & RELEASE FORM

	Student Name: _____________________

	Parent/Guardian Name:________________



	Home Address:_____________________

______________________________
	Home Phone:______________________
Cell Phone:_______________________

E-mail: _______________________


Medical Information:

Is the student under the care of a physician for an illness at this time?  
Yes _____
No _____
If so, illness: ______________________________________________________

Is the student taking medication at this time on a continual basis?  
      
Yes _____
No _____

If so, list the medication(s):__________________________
Dosage: _______________

Is the student allergic to any other drugs or medications?  (This includes itching, rash, swelling of hands, feet, or eyes)  
Yes_____
No _____


List and name: ____________________________________________________

Does the student have any allergies to bee stings, food or any other allergies we should be aware of?

Yes_____
No_____
Please List:________________________________________________

IN CASE OF EMERGENCY, PLEASE CONTACT: 

Name: ___________________________
_
Phone:_____________________

Family Physician: _____________________
Phone: _____________________

Please list two other responsible persons to contact in case of an emergency:

Name:____________________________
Phone:_____________________
Name:____________________________
Phone:_____________________

Insurance Information

Insurance Company Name: _____________________________________________

Name in which insurance is listed: _________________________________________

Policy #:__________________________

ID Number: ________________________

AUTHORIZATION TO TREAT A MINOR CHILD

TO WHOM IT MAY CONCERN:

I/WE THE UNDERSIGNED, AS PARENT(S) OR LEGAL GUARDIAN(S) FOR:

______________________, 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 minor under the general or special supervision and on the advice of any physician or dentist licensed under the provisions of the Medical Practice Act on the medical staff of licensed hospital, whether such diagnosis or treatment is rendered at the office of said physician or at said hospital.

The undersigned shall be liable and agree to pay all costs and expenses incurred in connection with such medical and dental services rendered to the aforementioned child pursuant to this authorization.

The undersigned does also herby give permission for our (my) child to ride in any vehicle, to participate in any off-site function, designated by the event leader in whose care the minor has been entrusted while attending and participation in activities sponsored by Creekside Community Church.  The undersigned gives permission for any approved church function.

This authorization shall remain in effect from June 1, 2011 through September 31, 2012.

Release of Liability

I hereby acknowledge that during a retreat or class, my child will be participating in activities under the arrangements of Creekside Community Church and its Children’s Ministries.  During these events, certain risks and danger, inherent or otherwise, may occur, including, but not limited to accident or illness.

In consideration of, and as part payment for, the right to participate in the retreat and its activities, I have and do hereby assume all risks on behalf of the above named student.  I will hold Creekside Community Church harmless from any and all causes of action, debts, claims, demands, damages, judgment executions, cost, loss of services, expenses, compensation and any and all other claims of damages whatsoever, including but not limited to, those arising from accommodations, any acts or omissions of Creekside Community Church, or any other person connected with Creekside Community Church.

Parent/Guardian: ___________________________________________________ 
