PEACE UNITED METHODIST CHURCH YOUTH MINISTRY
Child’s Name:  _____________________________________________________________
Date of Birth: ___________________________     Age: ____________________________
Address: _________________________________________________________________
City: _________________________
State: _________________
Zip: __________
Home Phone:___________________________
Cell Phone: ____________________
Parent’s Name: ____________________________________________________________
NOTIFY IN CASE OF EMERGENCY: __________________________________________
Names of authorized people to pick up in case of parents absence:

_________________________________________________________________________
Any known allergies and any medications that may need to be taken on a regular basis: _________________________________________________________________________

_________________________________________________________________________
CONSENT FOR EMERGENCY MEDICAL TREATMENT:

1. I am the parent/legal guardian of the above named participant and I hereby authorize Peace United Methodist Church and its representatives to act on my behalf in any emergency medical treatment which may be required.

2. It is understood that this authorization is given in advance of any specific diagnosis, treatment, or hospital care being required and to give specific consent to any and all such diagnosis, treatment or hospital care which a licensed physician in the exercise of his/her best judgment may deem advisable.

3. This authorization shall remain effective until August 31, 2012 unless revoked in writing at an earlier date.

____________________________



________________

Signature of Parent/Legal Guardian



Date

____________________________





Print Name Here
State of Florida

County of ______________ 

This instrument was acknowledged before me on


(Notary stamp) 

________________________
(Signature of notarial officer)
