Information and Medical Release Form

Keep this form at all times in the vehicle in which you travel.
Name________________________________________________________________________ Birth Date______/______/______


(Last)




(First)


(Middle Initial)

Address___________________________________________________________________________  (____)_________________


(Street)



(City)


(State)

(Zip Code)
      (Phone Number)

Other Correspondence Routes_________________________________________________________  (____)_________________





(e-mail address)






       (Fax Number)

In case of emergency contact:

Name________________________________________________________________  Daytime Phone (____)_________________


(Parent or Legal Guardian)




          Evening Phone (____)_________________

Address of Above__________________________________________________________________________________________




(Street)




(City)


(State)

(Zip Code)

Name________________________________________________________________  Daytime Phone (____)_________________


(Parent or Legal Guardian)




          Evening Phone (____)_________________

Address of Above__________________________________________________________________________________________




(Street)




(City)


(State)

(Zip Code)

Other relative or responsible person:

Name_____________________________Relationship_________________________  Daytime Phone (____)_________________










          Evening Phone (____)_________________

Address of Above__________________________________________________________________________________________




(Street)




(City)


(State)

(Zip Code)

Date of last Tetanus shot_______________ 

Medication(s) you can not take (include over the counter meds): _____________________________________________________

_________________________________________________________________________________________________________

Medications you are currently taking (include when they are to be taken) ______________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Allergies/special health problems or concerns:____________________________________________________________________

_________________________________________________________________________________________________________

(continued on pg 2)

Insurance Co.________________________________________________________________ Phone (_____)_________________

Address of Above__________________________________________________________________________________________




(Street)




(City)


(State)

(Zip Code)

Policy # _____________________________________ Policy Holder’s Identification # __________________________________

Doctor’s Name______________________________________________________________ Phone (_____)__________________

Address of Above__________________________________________________________________________________________




(Street)




(City)


(State)

(Zip Code)

I acknowledge that West Side United Methodist Church (WSUMC), although it establishes standards of conduct and supervision of youth life incidental to such activities, does not assume legal responsibility to provide for the safety, care, conduct, or discipline of the youth or other participants in connection with such activities, regardless of whether such activities are or are not officially sponsored by WSUMC; and that it is the intention of the undersigned to entrust the youth under legal age with full personal responsibility and to waive and release all claims of any nature against WSUMC arising from the minor’s participation in the activities.  I understand should the youth behave in a manner deemed threatening to personal or group safety, he/she will be sent home at the undersigned’s expense.

In the event of an emergency or non-emergency situation in which medical treatment is required as a result of participation in a youth group activity, every reasonable effort will be made to contact the persons listed on this form.  If unsuccessful in contacting the persons listed, consent/permission is given for treatment by competent medical personnel.

Further, and unless specified otherwise, consent/permission is hereby given to all accompanying adult volunteer leaders on this trip to hospitalize, secure proper treatment for, and to order injection, anesthesia, or surgery (under recommendation of qualified personnel).  Preference consideration should be given to those adults in attendance from West Side United Methodist Church.

I agree that my insurance company will be used for such medical care expenses and I am aware that I may be billed by the medical provider for any medical treatment expenses not covered by my insurance.  I understand that if I do not have medical insurance coverage that I am responsible for the payment of any medical bills.

This is the __________ day of _______________________________, 20_____.
_________________________________________________

Signature (if participant is over the age of 18)

I certify that I am 18 years of age or older.
_________________________________________________    ____________________________________
Signature of Parent/Guardian of minor participant


        Relationship of Parent/Guardian to minor participant
_________________________________________________

Witness’ signature

___________________________________________________________     ___________________________________________

Witness’ Address






        Witness’ City, State, Zip

(Signature must be witnessed by a person over 18 years old, other than an immediate family member.)

West Side United Methodist Church










            900 South Seventh Street










         Ann Arbor, MI  48103-4799










             Office:  (734) 663-4164

             FAX:    (734) 663-3250

Pg. 1 of 2

