2008 Medical Release and Waiver

First Baptist Albany

PO BOX 425

Albany, TX 76430
 
***This section is to be witnessed by a Notary Public***
Please do not sign unless a Notary Public is present. 
 I hereby authorize (Youth’s name)____________________________________
to obtain medical care and services as will as hospitalization if it is necessary that he/she be taken to a local hospital and be attended by a physician on call there.
Signature_____________________________ Relationship_________________
 
Contact Person(s) if parent is not available:
1.____________________________________  Phone_____________________
2.____________________________________  Phone_____________________
I hereby grant permission for (youth’s name) ___________________________ to participate in the 2008 activities with the Youth group. I understand that First Baptist Church Albany and the accompanying sponsors are not liable for any accidents, illnesses, or any other problems, damages, or costs incurred by or to my youth, except in cases of sponsor’s negligence. I release First Baptist Church Albany and accompanying sponsors from all responsibility for any accidents, illnesses or any other problems, damages or costs incurred by or to my youth.
 
Date this________________ day of _________________, 2008, State of Texas, County of Shackelford.
Signature______________________________
**********This portion to be filled out by a Notary Public**********
 Dated this_____________ day of _________________, 2008, _____________________________ personally appeared before me, personally known by me, and in my presence executed the within and foregoing permission and release form. Witness my hand and official seal this ________________ day of _________________, 2008. 
My commission expires  ___________________________________.
                                                                                    Notary Public
Medical History
 
Name__________________________________   Age________  Date__________
 
Address________________________________  City_____________  State____
 
Parent or Guardian_________________________________________________
 
Home Phone______________________   Work Phone_____________________
 
Family Physician_____________________________  Phone________________
 
Allergies___________________________________________________________
 
Are you allergic to any medication_________________ 
If yes, please list ____________________________________________________
 
Present Medication__________________________________________________
 
Have you ever been told you had any of the following?
______ Diabetes                   _______ Epilepsy                             _______ Asthma
______ Heart trouble          _______ Thyroid trouble                _______ Rheumatic Fever
 
If any of these conditions is marked, please explain.
__________________________________________________________________
 
(Note: Parents will be contacted if there are medical problems.)
__________________________________________________________________
 
STATE LAW REQUIRES THE ABOVE INFORMATION ON EVERYONE
 
Insurance Company_________________________________________________
ID#_______________________________     Phone________________________
Address_______________________________________________
City_________________________    State___________    Zip____________
