Medical Release Form

For

Thompson United Methodist Church

6758 Madison Road    P.O. Box 29   Thompson, Ohio   44086-0029   440-298-3033

These forms are confidential and are being kept on file so you’ll only have to do this once a year.

**Current medications, prescription and over the counter medicines….We ask that you give any medications to an adult supervisor for safekeeping any time your youth is in our care.

Name: ________________________ Home Phone:______________ Business Phone: ______________

Cell Phone: ________________________Address: __________________________________________

Mailing Address (if different): ___________________________________________________________

Name of Parent/Guardian: ______________________________________________________________

If person above is not available, please notify: Name:_________________________________________

Phone: ____________________________  Relationship: ______________________________________

Name of Family Physician: ______________________________________________________________

Phone and Address: ____________________________________________________________________

Name of Family Dentist: ________________________________________________________________

Phone and Address: ____________________________________________________________________

Medical Insurance Co.: _________________________________________________________________

Policy Number: ____________________________ Group Number: _____________________________

Personal and medical Information

Birthday: ________________  Graduation Year: ___________ School: ___________________________

Please describe any medical problem for which treatment might be necessary while attending any events, including any prescription or over the counter medications needed.

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Date of last tetanus shot:__________  Description of any allergies: ____________________________

__________________________________________________________________________________

Check any of the following problems which we need to be aware of:

Allergies ____
Contact lenses ___
Heart problem ___
Asthma ___
Diabetes ___

Convulsions ___
Insect Sting reactions ___
Bleeding problem ___
Pneumonia ___
Concussion ___

Bowel Problem ___
Frequent Nose bleed ___
Sleeping Disorder ___

In Case of Emergency:

I understand that every effort will be made to contact the parent/guardian of the above named in case of emergency. In the event that such an attempt is unsuccessful, I hereby authorize the staff and adult sponsors of Thompson United Methodist Church to obtain emergency medical care for the person identified on this form, and I hereby authorize the physician and/or local hospital selected to provide emergency treatment (including hospitalization, anesthesia, surgery, or injections of medicine). I also relieve Thompson United Methodist Church of all responsibility due to injury while participating in Thompson UMC activities.

Signed:_________________________________ Relationship:___________________ Date: _________
