College Heights Baptist Church
PARENTAL PERMISSION & MEDICAL FORM


____________________________________________________________Youth’s Name 				Address			 	Phone #

I hereby give permission for my son/daughter to go to all organized youth activities under the
supervision of the associate pastor or other youth staff of College Heights Baptist Church through
the end of the year 2019.

My son/daughter has my permission to take part in all planned activities and to travel to and from
activities by bus, van, airplane, train, car or any other transportation.


							______________________________________
							Parent/Guardian Signature


On my honor, I hereby promise to obey any and all rules/guidelines laid down by the Youth
Pastor and/or Youth Leaders. I understand that such rules are necessary for the happiness and
safety of the group.


_________ 		________________ 		 ______________________________________
Age 			Birthday 			Youth’s Signature


HEALTH RECORD

Please list any health conditions that would limit your child’s participation in any activity.

____________________________________________________________________________________


Please list any medical background that might assist any health personnel in treating this youth.

_____________________________________________________________________________


Date of last physical____________________ Date of last Tetanus shot ___________________

Allergies______________________________________________________________________

Insect Stings___________________________________________________________________

Medications____________________________________________________________________

Foods________________________________________________________________________

My son/daughter may be given aspirin. __________ YES ___________ NO
My son/daughter may be given Tylenol. __________ YES ___________ NO

Name of physician ______________________________________________________________
					Address 				Phone #

Name of Insurance Carrier ________________________ Policy # ________________________

Person to notify in case of emergency, if parents cannot be reached: ______________________
										Name

___________________________________________________________________________________Address								 Phone #


I give my permission for ____________________________________ to be given emergency
medical treatment and to be hospitalized, if necessary. I understand that every effort will be
made to contact me before taking this action if time warrants.
(Must sign in front of Notary Person)

________________________________ 			_________________________
Parent/Guardian Signature 					Date Signed








Notary stamp _______________________________ Date _____________________


Notary Signature ____________________________


My Commission Expires: _____________________
