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Consent, Release and Medical Authorization Form 
 
Name of Child:____________________________________________________Age:______Grade:_______ 
Address:________________________________________________________________________________ 
Daytime Phone Number:_____________________Alternate Phone Number:__________________________ 
Emergency Contact Name:__________________________________________________________________ 
Emergency Phone:_________________________________________________________________________ 
 
As the parent (or legal guardian) of:____________________________________________________________________ 
I understand that my child may be participating in a number of activities which carry with them a certain degree of risk.  
Some of the activities may be swimming, boating, hiking, camping, field trips, sports and other activities which the 
church may offer.  I consent for my child to participate in these activities. 
 
__________I represent that my child is physically fit and has the necessary skills to safely participate in these activities. 
__________I also understand and give consent for my child to travel to and from these events in transportation provided 
by volunteer drivers. 
 
 
____________________________________________________  _______________________________ 
Signature of Parent/Guardian      Date 
 
 

Medical Treatment Authorization 
 
I,_______________________________________________ hereby release University Carillon United Methodist 
Church, its staff, its adult leaders and sponsors from responsibility and liability from any injury or illness that my child 
may sustain during any trip or activity the church sponsors and of which I give my child permission to go.  In the event 
of an emergency, I hereby authorize any adult leader of this trip or activity as an agent for me, to consent to any 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 doctorÕs office or any hospital.  I expect that every effort will be made to contact me as soon as possible, and that 
these powers will only be used if attempts to contact me are unsuccessful. 
 
___________________________________________________  _______________________________ 
Signature of Parent/Guardian      Date 
 
___________________________________________________ 
Printed Name 
 
 
Sworn to (or affirmed) and subscribed before me this ________ day of ______________________________, 200___, 
by _________________________________________________. 
 
 
____________________________________________________ 
Signature of Notary Public Ð State of FL 
 
Personally know ____________________________ OR Produced Identification_______________________________. 

 

Notary 
Stamp Here 
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Medical Information  
 
 

ChildÕs Name:_____________________________________________________________________ 

Allergies:_________________________________________________________________________ 

Medications Being Taken:___________________________________________________________ 

Physical Handicaps or Limitations:____________________________________________________ 

Medical Insurance Company:_________________________________________________________ 

Policy Name & Number:____________________________________________________________ 

Insured Name:_____________________________________________________________________ 

 
 
 
 
 
 


