MEDICAL RELEASE FORM
2009

I , understand that in the event medical intervention is needed for my
child, , every attempt will be made to contact immediately the persons listed on this
form. In the event I cannot be reached in an emergency, I hereby give my permission to the physician or dentist
selected by the activity leader to secure proper medical treatment for my child as deemed necessary.

I understand all reasonable safety precautions will be taken at all times by St. Peter’s Lutheran Church and its
agents during the events and activities. I understand the possibility of unforeseen hazards and know the
inherent possibility of risk. I agree not to hold St. Peter’s Lutheran Church, its leaders, employees, and
volunteer staff liable for damages, losses, diseases or injuries incurred by the subject of this form.

I also understand that if my child does not adhere to the rules of behavior expected of each student (see below),
I may be contacted to pick up my child from the activity, if deemed necessary by the activity leader.

Parent Information
Name of Student’s Parents

Parent(s) Signature Phone Number

Address

Secondary Phone Number

Insurance Information

Insurance Company Group # and/or policy number
Who’s name is on the insurance?

Medical Information

Family Physician and Phone Number

Any known allergies, medical problems or medications student is taking:

Emergency Contact Information: (please list at least two contacts)

Emergency Contact and Number Emergency Contact and Number

Rules of Expected Behavior for Each Student

1. No consumption of alcohol or drugs permitted during an activity, this includes smoking.

2. Each student is expected to follow the directions of the leaders.

3. Respect the leaders, the other students, the building and equipment we are using. Remember who
and what you are representing.

4. Any extreme misbehavior can result in the student being asked to leave and the parent being called

to pick up the student.



	Parent's Name: 
	Child's Name: 
	Parent(s) Name(s): 
	Phone Number: 
	Home Address: 
	Second Phone Number: 
	Insurance Company: 
	Group #: 
	Allergies, Medications: 
	Name on insurance: 
	Emergency 1: 
	Emergency 2: 
	Family Physician: 


