Youth Permission Form for ADO Trip to Winterplace
To Whom It May Concern:

As the parent and/or guardian, I do hereby give permission for treatment under the direction of any licensed physician for the following minor in the event of a medical emergency, which in the opinion of the attending physician, may endanger his or her life, cause disfiguration, physical impairment or undue discomfort if delayed.  This authority is granted only after a reasonable effort has been made to reach me by phone at the number listed below.

The undersigned assumes the responsibility for any cost connected with such treatment and hereby releases Riverview Baptist Church from liability.

Full name of minor _________________________________________________________
Birth date ________________________________________________________________
Specific medical allergies, chronic illnesses or other conditions:  _____________________
________________________________________________________________________

Date of last tetanus shot: ____________________________________________________
Name of Insurance Company ________________________________________________
Group Number Policy Number _______________________________________________
Father's information:

Name ___________________________________________________________________
Address _________________________________________________________________
Phone (Home) ___________________________  (Work) __________________________
Employer ________________________________________________________________
Mother's information:

Name ___________________________________________________________________

Address _________________________________________________________________

Phone (Home) ___________________________  (Work) __________________________

Emergency Contact:  Name _______________________________________________            
                                   Phone ​​________________________________

   Relationship ____________________________
Signatures of parents or guardians:

                                                         _____________________________________________

                                                         _____________________________________________

                                                         Date Completed: _______________________________  
(This release form is completed and signed of my own free will with the sole purpose of authorizing medical treatment under emergency circumstances in my absence.)                         
