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

I _________________________________________, hereby give my full consent and permission, to participate in all programs, meetings and functions located at the LOFT GYM, LOFT (416 Jefferson), and church building (421 Washington).  I carry independent insurance as accidents or injuries are not covered by LOFT GYM insurance.  I hereby fully release from all liability for the bodily injury or death of me.

Further, I hereby give permission to any adult individual to preform, retain or otherwise engage professional medical services and/or health care for me.  I understand and agree that such accompanying adults or individuals are not legally liable in connection with obtaining such professional medical treatment, and I 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 complete the following form in connection with my authorization of emergency professional medical and health treatment and/or care.

In addition, I hereby give permission for sponsor organization and LOFT Gym to publish photos of me. Names will never be used without prior consent. 

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

NAME___________________________________________________________________M_____F____

ADDRESS____________________________________________________________________________

CELL PHONE_____________________________________DOB  

  
HEALTH/ MEDICAL INSURANCE COMPANY____________________________
POLICY #_____________________________

OTHER EMERGENCY CONTACT_______________________________________________________

CELL PHONE__________________________

Please list if you have any chronic medical problems, any allergies, are taking any medication, or have any restrictions.  














































































Individual Signature____________________________
Date________________

