FBC SOSO YOUTH MINISTRY
MEDICAL RELEASE FORM 
Participant’s Name:________________________________________________________ 

Date of Birth: ___________________________  

Parent/Guardian’s Name: ___________________________________________________ 

Home Address: ___________________________________________________________ 

Home Phone: ( ) ______________________ Cell Phone: ( )_______________________ 

I hereby warrant that to the best of my knowledge, my child is in good health, and I assume all responsibility for the health of my child. Of the following statements pertaining to medical matters, sign only those in accordance with your wishes: 

Emergency Medical Treatment: IN the event of an emergency, I hereby give permission to transport my child to a hospital for emergency medical or surgical treatment. I wish to be advised prior to may further treatment by the hospital or doctor. In the event of an emergency, if you are unable to reach me at the above numbers, contact: 
Name & Relationship:______________________________________________________ 

Home Phone: ( ) __________________________ Cell Phone: ( ) ___________________ 

Family Health Plan Carrier: ________________________________________________ 

Policy Number: __________________________________________________________ 

1). Signature__________________________________ Date____________________ 

Medications: My child is taking medication at present. My child will bring all such medications necessary, and such medications will be well labeled. Names of medications and concise directions for seeing that the child takes such medications, including dosage and frequency of dosage is as follows: 

2). Signature _________________________________ Date______________________ 

Specific Medical Information: 
Allergic reactions (medications, foods, plants, insects, etc.): 
Any physical limitations? 

You should be aware of these special medical conditions of my child: 
