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Medical Release Form

For Church Use Only

Participant Name: _____________________________________________________

Participant Address: ____________________________________________________

Participant Social Security Number: __________________________________________

Participant Age: ________ Participant Gender: ____ Male  ____ Female

Church Name: _______________________________________________________

Church Address: ______________________________________________________

Emergency Contact Information:
Parent/Guardian Name: _________________________________________________

Parent/Guardian Cell Phone Number: ________________________________________

Parent/Guardian Work Phone Number: _______________________________________

Secondary Contact Name: ________________________________________________

Secondary Contact Cell Phone Number: _______________________________________

Parent/Guardian Work Phone Number: _______________________________________

Insurance Information: 

Insurance Company Name: _____________________  Policy Number: _______________

Group Number: ___________________ Subscriber Name: _______________________

Work Phone: (_____)___________________________________________________

Relationship to the Participant: ________________________

*Please attach a photocopy of insurance card to this form. 

Medical Profile

In general, participant’s health is: ___ Excellent ___ Good ___ Fair ___ Poor
Explain: _____________________________________________________________

Current medical needs being treated for: _______________________________________
Please note any medical history to be aware of:  ________________________________

​​

Medications that this Participant Currently Takes/Needs:  ___________________________

___________________________________________________________________
Physical limitations and and/or special medical needs to be aware of:

Any allergies: _________________________________________________________

Special Diet needs to be aware of: ___________________________________________

Date of Tetanus immunization: ___/___/____

Primary Physician: _________________________ Phone: (_____)________________

Other important information for this participant: _________________________________
_____________________________________________________________

Signature of Parent/Guardian: _____________________________________________

Notarized Confirmation: State of ___________________ County of _________________

On ______________ before me, _________________, Notary Public, personally appeared _____________________ who provided me satisfactory evidence to be the person whose name is subscribed to the within instrument and acknowledged to me that he/she executed the same in his/her signature on the instrument the person, or the entity upon behalf of which the person acted, executed the instrument.

I certify under penalty of perjury under the laws of the state that the foregoing paragraph is true and correct. Witness my hand and official seal.


Notary Signature __________________________My commission Expires: ___/___/___


