FIRST BAPTIST CHURCH

108 West College Ave

Tallahassee, FL 32301

MEDICAL RELEASE FORM
Child’s Name____________________________________________________ Gender:  F           M    
Date of Birth_____________________________  Age____________________________________
_______________________________________________________________________________
Address
                            City                                  ZIP                      Phone # 

Father’s Name _________________________ Father’s Employer___________________________
Work #_______________Cellular # ______________________Beeper #_____________________
Address (if different) ______________________________________________________________
Mother’s Name ______________________Mother’s Employer______________________________
Work #_______________Cellular #__________________Beeper # _________________________
Address (if different) _______________________________________________________________
Child’s Primary Physician__________________________________   Phone #_________________
Emergency/Urgent Care Giver _________________ Phone # ______________________________ 
Does your child have:  
   
A  chronic illness?  Yes ___   No____
Allergies?   Yes ______No _______ (If yes explain)_________________________________

__________________________________________________________________________
Allergic  reaction to medication?  Yes ______No_________(If  yes give name of medication)
__________________________________________________________________________
Any physical restrictions which limit activity.?  Yes_______No_________If yes what specific 
Activity?  _________________________________________________________________
Any  history of seizures?  Yes ________No____________
Is your child presently taking any kind of medication?   Yes_______No_________If so explain
________________________________________________________________________________
All medication taken must be described, including name of medicine, dosage amount, how and when administered, and must  be given to the assigned  minister prior to departure.

Date of last  tetanus shot____________________________________________________________
Other helpful information____________________________________________________________
Insurance Company name:__________________________________________________________
Policy Number____________________Policy Holder’s name_______________________________
Please give the following information for people we could contact in case of emergency
Name  ________________________________Relationship _____________ Phone #___________
Name ________________________________Relationship _____________ Phone #___________
This is to release First Baptist Church and its Ministers/Staff from any and all responsibility and liability arising out of my child’s involvement in First Baptist Church activities.  In the absence of parents or guardians, I do hereby authorize permission to administer first aid and emergency or medical care by any physician, hospital or attendant that may be needed by my child as a result of involvement in the activity.  I agree to abide and be bound by such decisions and consents as if made by me, and do assume full financial responsibility for and agree to pay all expenses of such care.  I further understand that by present Florida Law, if my child is riding in a church vehicle that is involved in an accident he/she will be primarily covered for bodily injury under our family automobile policy.
I further agree that if my son/daughter creates a disciplinary problem, I will be responsible for all costs related to his/her early return.
________________________________________________       ________________________
Signature of Parent/Guardian                                                                          Date

I approve of my son/daughter(’s) name(s) and /or picture(s) to be posted on the First Baptist Church website, located at www.fbctlh.org.
________________________________________________   __________________________
Signature of Parent/Guardian





             Date

________________________________________________   __________________________
Notary                                                                                                              Date
Personally Known __________OR Produced Identification_____________________________
Type of Identification Produced:__________________________________________________
