FXCC Children’s Ministry
Emergency Treatment Permission Form

I, the undersigned, being the parent or legal guardian of

(Print Full Name of Child)
Hereby authorize any medical treatment for this person while participating in organized activities with the Fairfax Church of Christ.

I also agree payment of all charges incurred during this medical treatment.  (Physician, hospital, X-ray, lab, drugs, ambulance, etc.)

With regard to this person, I submit the following information:

1. Date of birth: 




2. Allergies to food, medication, etc.: (If none, so state)

3. Special medical problems:  (If none, so state)

4. Does the participant carry medications on their person? Yes  _____  No  _____
List medication and purpose:

5. Date of last tetanus shot 



6. Primary Physician 






Address








Phone Number  ____________________________
7.  Medical / Health Insurance Company   






     Group/Policy Number 







     Phone Number 






8. Father’s name ___________________
Mother’s name 




Home address _______________________________________________________
Phone #
________________
________________
________________
Home



bus./cell Father

bus./cell Mother           

_______________________

__________________________
Other Emergency Contact Name

Other Emergency Contact Phone
Signature 

(Parent/Legal Guardian) ______________________________  Date ______________
Revised 2/12/2016

