AUTHORIZATION TO CONSENT TO MEDICAL TREATMENT AND SPECIAL EVENT ATTENDANCE

In the event of an emergency, I _______________________________________________

Authorize Alliance Bible Church Youth Leaders/Quiz Coaches to consent for 

_______________________________________________________________

(Full name of child)

To receive all medical, surgical, diagnostic and hospital care of procedures which may be prescribed or performed by a licensed physician, surgeon, or dentist when all efforts to contact me are unsuccessful, or when deemed necessary or advisable for the safety or health of the child.

I further agree to indemnify and hold Alliance Bible Church, and the above named individuals free from any and all expense incurred pursuant to this authorization in obtaining medical treatment as described above including, but not limited to:  ambulance expense, dost of paramedics, hospital expenses and/or physician fees.

I also, hereby give my permission for the above child to accompany the above named individuals or a designated adult driver to and from the special event described as follows:

YOUTH GROUP MEETINGS/QUIZ PRACTICES & MEETS

RELATED SPECIAL EVENTS

For period of 1 year from the date of signature.

Medical Insurance Company____________________________________________

Group#_____________________________________________________________

Individual #__________________________________________________________

Names and address(es) of child(ren) and the Parents/Guardians:

______________________________________________________________

______________________________________________________________

Home Phone:_________________________Parent’s Email:_____________

Work Phone:_________________________Child’s Email

Cell Phone__________________________

Name , Relationship & Phone Number(s) of Nearest Relative:____________________

Name and Phone Number (s) of Family Physician:_____________________________ 
Child’s Birth date:__________________________

Please list all Allergies and Medical conditions which might affect medical treatment decisions:

_______________________________________________________________________

_______________________________________________________________________

If your child is taking medication, please list the Medication(s) and reason:

_______________________________________________________________________

_______________________________________________________________________

________________________________


_______________________

Parent/Guradian Signature




Date (MM/DD/YYYY
