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                 West Evangelical Free Church

                 Allied Force Student Ministries
MEDICAL INFORMATION FORM for ___________________
_____

_________________

                       





Student’s Name 



Birthday

















                                                             

 Year Graduating 
PLEASE COMPLETE BOTH SIDES

NOTE: One form is needed for EACH student.
EMERGENCY MEDICAL AUTHORIZATION

This medical emergency form must be signed by the parent or guardian and accompany the youth who wishes to participate in AFW activities. The purpose of the form is to make it possible for parents or guardians to authorize the provision of medical treatment for minors who become ill or injured while under supervision of AFW activities.

I, _______________________________________ of __________________________________________ am the

                     (Parent’s Name)                                                                (Address—Please include City & Zip code)

______________________ of _______________________________, a minor, who is attending AFW activities.

              (Relationship)                                           (Student’s name)

I hereby give my consent, in the event that all reasonable attempts to contact me at _________________________











                    (Phone & Cell #)

or _____________________________________ at ________________________ have been unsuccessful, for the

                          (Other Parent/Guardian)                                           (Phone & cell #)

administration of any treatment deemed necessary by the appropriate licensed physician, dentist, or emergency personnel of the hospital.

Family Doctor/Pediatrician______________________________________________________________________





(Name)





 
(Phone)
The following information is needed by any hospital or practitioner not having access to the child’s medical history:    (attach another sheet if necessary)

	Allergies:
	INSURANCE INFORMATION:
 

	Medication being taken currently:
	

	 
	Company:________________________________

	Date of last tetanus shot:
	

	 
	Policy number:____________________________

	Physical impairments (Heart, epilepsy, etc.):
	

	 
	Name of Policy Holder:______________________

	Other pertinent facts to which physician should be alerted (or other recent illnesses):
	 

	 
	____________________________________

	
	(Signature of Parent/Guardian)                  Date


Over-the-Counter Medication Authorization

I ___________________________give my permission for a West Evangelical Free Youth leader, at their discretion, to administer 

                Parent or legal guardian)

over-the-counter medication(s) as needed to my child.

Signature of parent or guardian ________________________________________________  Date ________________

PLEASE TURN FORM OVER(
                 

                 West Evangelical Free Church

                 Allied Force Student Ministries
 


















Disciplinary Agreement





I understand that, while ______________(student’s name) participates in the Allied Force activities, he or she is responsible to abide by the rules set forth by the leaders and supervisory personnel. Any serious infraction of these rules and/or disregard of leadership by him/her can result in dismissal from the program or event. If he/she is dismissed from the program or event, I agree to assume the cost and responsibility of him/her returning home, and of any damages which may have been caused by him/her.





Date: _____________, 	__________________________________	____________________________________


				   (Student’s Signature)		              (Parent or Legal Guardian’s Signature)








