Medical & Insurance Informaﬁon
Permission for Treatment
A copy of this form ag the original
Chur chofthe M ter United Church of Christ
Florissant, MO 63033

{(Name of Minor)

does hereby authorize and empower

(Parent or Legal Guardian)

the Pastor, Youth Coordinator, Youth Sponsor or other authorized representative of Chureh of the Master
United Chm‘ch of Christ, to tzke action as in his/her opinion, shall be necessary for the welfare of above
named minor including without limitation, medical and/er surgical treatment; and the undersigned will pay
or reimburse any and all costs and expenses which are not coversd by insurance.

Name of Parents/Guerdians

Home Address ' City T Stae/Zip

Home Phone Work Phone 'Cé'lerhone)‘?agér ,

PLEASE FILL IN THE FOLLOWING INFORMATION

Name of Minor Birth Date

Medical Complications, if eny

Bigod Type . A]_lefgi'és (medicationsfsubstauces)
Emergency Contact ‘ ___ Phone
{other than parent) '
Family Doctor ' Phone
Ingurance Company 7 Policy Number

If Group Insurance, Company or Group

Is your child preseirtly being treated for an injury or illness or taking any form of medication for any

reason? Yes No (If yes, please explain)

Does your child require a special diet? Yes Mo (If yes, please explain)

Does your child have {or has he/she ever had) any of the following {circle and explain below)

Seizure disorders  Asthma  Heart Murmwr  Diabetes  Hay Fever/Allergies  Kidney Disease  Other




Does your child know how to swim?

event I cannot be contacted I hereby. anthorize the emerjéricy tréal

Lrealize that every effort will be mads to coptact me i an'gmergency situation imvolving my child, Tnthe

_ ey tréatment, adminisiration of anesthesia, and
surgical treatment (s) for the above narhed minot, Furthermore, T rélesse from respongibility and lability
hospital/medical anthorities for performing procedures deemed necessary, and Church of the Master United
Church of Christ, inclusive of its representatives.

Signature Date

(Parent or Legel Guardion)



