
MEDICAL CONSENT FORM  2012 

  

  
In the event that my child ________________________ becomes ill or sustains an injury while 

traveling to and from and during any and all events sponsored by the FIRST PRESBYTERIAN 

CHURCH, I, the undersigned, give my permission to those in charge to take whatever steps are 

deemed necessary to stop any bleeding and to administer first aid. 

  

I also consent to X-Ray, examination, anesthetic, medical and/or dental, or surgical diagnosis 

and treatment and hospital care and the administration of medications to be rendered to my child 

in an emergency situation, under the general and/or specialized supervision of a duly licensed 

physician and/or surgeon. 

  

I understand further that this consent will apply to ANY and ALL emergency situations and that 

a copy of this form is as valid as the original. 

  

I also understand that the signed consent releases FIRST PRESBYTERIAN CHURCH, and all 

chaperones of ANY and ALL liability in the event my child should be injured. 

  

  

___________________________________ 

(Signature of Parent or Legal Guardian) 
  
  
ADDRESS: 

_________________________________________________________________________ 
                                                                (Street)                                                                                    (State)                                      (Zip) 
  
Phone:  day: ____________________ night: ____________________ cell: 

____________________ 

  

HEALTH INFORMATION: 
  

Child’s Name: ___________________________________ Date of birth: 

_________________________ 

Insurance company: _______________________________ Policy #: 

____________________________ 

ANY SPECIAL HEATH PROBLEMS? _____ Yes _____ No   If “yes”, please describe: 

______________________________________________________________________________

______________________________________________________________________________

___________. 

  



ANY MEDICATIONS? Kind/Dose/Prescribing Physicians 

____________________________________ 

______________________________________________________________________________

_____. 

  

REGULAR PHYSICIAN: ________________________________ PHONE: 

____________________ 

REGULAR DENTIST: __________________________________ PHONE: 

____________________ 

  
Public Notary: ________________________ Seal: 

Expires: _____________________________ 

  

  
Please include a copy of your Driver’s License and Insurance Card (front and back) 

 


