Salem United Methodist Church
Medical Release Form
PLEASE PRINT OR TYPE
Camper’s Name_____________________________________________________________________
Date of Birth_________________________   Home Phone Number___________________________

Home Address______________________________________________________________________

City _____________________________________
ZIP Code___________________________

Mother’s Name____________________________________________________________

Work Phone_______________________________
Cell Phone___________________________

Father’s Name____________________________________________________________


Work Phone_______________________________
Cell Phone___________________________

Allergies/Medical Conditions________________________________________________________________

Current Medications________________________________________________________________________

_________________________________________________________________________________________

Doctor Name___________________________________________ Phone_______________________

Dentist Name___________________________________________ Phone_______________________

Emergency Contact Information (please give two)

Name___________________________________________________ Relation__________________
Daytime Phone Number__________________________________

Name___________________________________________________ Relation_________________
Daytime Phone Number_________________________________


I agree that the adult in charge may authorize a physician of his/her choice to provide emergency care in the event that neither the family physician nor I can be contacted immediately.  They may release my child to any of the above emergency contacts if necessary.  I will not hold Salem United Methodist Church or any staff responsible for injury, hospitalization, or death.
__________________________________________________
___________________

Parent/Guardian Signature





Date

Email addres:_____________________________________@___________________.___________
