2020-2021 Church  PERMISSION SLIP, EMERGENCY MEDICAL AUTHORIZATION AND RELEASE

I/We, the parent/s of  _________________________________________, hereby give my/our full consent and permission for _______________________________________ to participate in all programs, meetings, functions and activities associated with or sponsored by the United Methodist Churches of Burlington (Spring Grove, Asbury, W Burlington, W Hill, Grace, and First) and all travel connected therewith for the year of 2020-2021.  I/We understand and agree that the adult individuals accompanying these activities and/or on such travel are not responsible for or legally liable for any accidents resulting in injuries to my/our above-named child and in consideration of their service to these activities, I/we hereby fully release such individuals or accompanying adults from all liability for the bodily injury or death of my/our child and for property damage.

Further, I/we hereby give permission to any adult individual who is accompanying student activities and/or travel to authorize, retain or otherwise engage professional medical services and/or health care for the above-named child.  I/We understand and agree that such accompanying adults or individuals are not legally liable in connection with obtaining such professional medical treatment, and I/we hereby fully release all such accompanying adults or individuals from all liability in connection with obtaining such professional medical and/or health care services.   I/We complete the following form in connection with my/our authorization of emergency professional medical and health treatment and/or care.

In addition, I/We hereby give permission to publish photos of my child. Names will never be used. I/We understand there is a covenant and rules to help ensure a safe environment, positive experiences, and acceptable behavior.  If ever my child chooses to move beyond the covenant, I/we will pick up the child.

****************************************************************************

CHILD  NAME___________________________________________________________M_____F____

ADDRESS____________________________________________________________________________

CELL PHONE_____________________________________DOB  

  GRADE 


HEALTH/ MEDICAL INSURANCE COMPANY____________________________
POLICY #_____________________________

PARENT/GUARDIAN NAME           _                                                                                                      _                     
HOME PHONE_________________________WORK PHONE_________________________________

CELL PHONE_____________________________ EMAIL_____________________________________
OTHER EMERGENCY CONTACT_______________________________________________________

CELL PHONE__________________________

Please list on back if youth has any chronic medical problems, any allergies, is taking any medication, or has any restrictions.

Parent/Guardian____________________________
Date________________

Parent/Guardian____________________________Date________________
