Children’s Day 2010
Saturday, May 8th    (   10:00 a.m. – 2:00 p.m.   (   Buffalo Mountain Camp

Holston Conference UMC
Health and Emergency Authorization Form

Student’s Name  ________________________________________  Birthdate  __________Sex ____ Age ____



   Last


First

Middle Initial

Parent(s) or Guardian Name(s) ________________________________________________________________

Home Phone _________________________________

Cell Phone ____________________________



(Area Code) Number





(Area Code) Number

Home Address _____________________________________________________________________________



Street






City


State
Zip

Second Parent or Emergency Contact  __________________________________________________________

Home Phone __________________________________

Cell Phone _____________________________



(Area Code) Number





(Area Code) Number

Home Address ______________________________________________________________________________



Street






City


State
Zip

Emergency Contact relationship to student:
Family member
 
Friend

Other

Drug allergies? If yes, please list: ________________________________________________________________

Food allergies? If yes, please list ________________________________________________________________

Date of last Tetanus shot  _____________ Other Known Allergies? (Insects, poison ivy, etc.) _____________

Will medication be sent with student? If yes, what? ________________________________________________

Insurance Carrier __________________________________________
Policy or Group # ___________________

Physician Name ________________________________________________ Phone _______________________






CHURCH NAME & CITY _______________________________________________________________________

CHILDREN’S DAY CHAPERONE(S) _____________________________________________________________

In the event of an illness or accident that requires immediate medical treatment to student above, I give permission to the medical personnel selected by the church chaperone or event staff to order X-rays, routine test treatment for my child, and in the event that I cannot be reached in an emergency, I give permission to the physician selected by the chaperone or event staff to hospitalize and provide proper treatment for my child as named above. I will not hold the church or medical personnel responsible. 


In signing this I understand that every attempt will be made to contact the child’s parent, legal guardian, physician, or other persons listed for emergency contact.





_______________________________________________________________		________________


Signature of Parent(s)									Date	











