Yardley UMC Youth Ministries

IF YOU ARE BRINGING FRIENDS,
 THEY ALL NEED THEIR OWN COPY OF THESE FORMS!


- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -


I hereby give my child, _____________________________________, permission to participate in the events of Yardley United Methodist Church Youth Ministry.  
I release Yardley UMC, its staff and sponsors, from responsibility and liability for an injury or illness that my child may sustain during this activity.  In the event of an emergency, I hereby authorize an adult leader of this activity, as agent for me, to consent to an x-ray examination; medical, dental or surgical diagnosis; treatment; and hospital care advised and supervised by a physician, surgeon or dentist (as appropriate) licensed to practice under the laws of the state where the services are rendered, either at a doctor's office or in a hospital.  I expect to be contacted as soon as possible.
	 
	
	
	


By signing this form, I also give permission to waive the right to any type of compensation, for my child to be photographed or video taped at this event.  Pictures/Videos may be used for promotional or educational purposes.
General Information (Please Print Clearly)

Child’s Name: _______________________________
DOB: __________
Grade: ____

Home Address: _______________________________________________________________

Home Phone: _________________________________

Parent Email: ____________________________________ 
Parent Cell: __________________
Youth Email: ____________________________________ 
Youth Cell: __________________
Emergency Contacts:

1.Name: ________________________________ 
2.Name: ____________________________

Relationship to Student:___________________
Relationship to Student:________________

Phone/Cell: ______________________________
Phone/Cell: __________________________


Allergies? (Please list Allergy Meds):_______________________________________________

Contact Lenses? ________

Last Tetanus: __________
Existing Conditions/Medications/Physical Limitations (anything we should be aware of?):_____
______________________________________________________________________________

______________________________________________________________________________

Family Physician Name & Phone:__________________________________________________
Insurance Company: _____________________________ Policy #:________________________

Name on Insurance: _____________________________

Parent/Guardian Signature: _________________________________
Date: ____________

