Health Form/Unconditional Release of Liability
Central UMC Youth Ministry
	A COPY OF THE FRONT AND BACK OF THE INSURANCE CARD MUST BE STAPLED TO THIS FORM


Participant Name__________________________________________________ SS#_________________________
Birth Date____________________ Gender________ Age_________ Grade (Fall 2010)______________

Family Insurance Company _____________________________________ Policy # __________________________
Insurance Subscriber’s Name_________________________________________ ID#_________________________
Insurance Claims Address_______________________________________________________________________
Pre-Authorization Phone # if required (_____)_______________________________________________________

Parent/Guardian/Spouse_________________________________ Home Phone (____)_______________________
Address_______________________________________________ Work  Phone (____)_______________________
City_________________________ State_______ Zip___________ Cell Phone     (____)_______________________
In an emergency situation, use these contacts as necessary:
Second Parent/Guardian______________________________________ Home Phone (____)___________________
Work Phone (____)________________________ Cell Phone (____)_______________________________________
Emergency Contact _____________________________________________________________________________
Home Phone (____)_______________________________ Work Phone (____)______________________________
Participant’s Physician_____________________________________________ Phone (____)___________________
Participant’s Dentist _____________________________________________ Phone (____)____________________
Has the participant ever had the following? Answer YES or NO. If YES, include the date (if possible)
Ear Infections_____________ Chicken Pox ________________ Measles ______________ Mumps_____________ Frequent Headaches ___________________ Convulsions ______________Bleeding Disorders _________________ Fainting ______________________Diabetes _______________________ Sleep Walking _____________________
Operations____________________________________________________________________________________
Serious Injuries_________________________________________________________________________________
Mouth Braces__________________________________________________________________________________
Other Significant Medical Conditions________________________________________________________________
Has participant ever had an allergic reaction to (describe)
Hay fever_____________________ Ivy Poisoning _____________________Insect stings______________________ Penicillin_________________________________ Other Drugs___________________________________________
Asthma__________________________________ Foods________________________________________________
 (
This health history is correct so far as I know. 
In signing this authorization, I acknowledge that I have read or will read prior to an event the event description and am aware that the activities associated with youth ministry may entail certain inherent risks including damage to property, personal injury, and even death. In consideration for being permitted to participate in events and activities sponsored by Central youth ministry, I agree to assume all such risks and hereby release and discharge Central United Methodist Church
, its affiliated agencies, officers, sponsors, trustees, employees, agents and other aids and/or volunteers from any and all liability for any and all damage, loss, injury, or death or every kind and nature whatsoever which in any way arises out of the participant’s participation in youth ministry events.
The participant has permission to engage in all event activities except as noted
:_
_________________________________________________.
I hereby give permission to youth ministry staff and volunteers to provide routine health care, administer prescription drugs, and seek emergency medical treatment including ordering X-rays and/or routine tests. In the event I cannot be reached in an emergency, I hereby give permission to the physician selected by a youth ministry adult leader to hospitalize, secure proper treatment, and to order injection and/or anesthesia and/or surgery for me/or my child as named above. I will personally guarantee any cost of liability incurred during evacuation or treatment. 
I give permission for me/my child to be transported in a private vehicle if necessary. I give permission for photographs taken of me/or my child to be used for Central UMC publicity, printed or electronic. This form may be photocopied for use. 
Signature of parent/guardian or adult participant
_____________________________________________________ 
Date
_________________
Signature of second parent
 _______________________________________________________________ 
Date
_________________________
)
