[bookmark: _GoBack]Medical Release 2018-2019
Southside Baptist Church
5502 Skidaway Rd. Savannah GA 31406
(912)-355-9555

Mother’s Name _____________________________ Father’s Name______________________________

Address_________________________________________________________________Zip__________

Home Phone _________________ Mother’s Cell_________________ Father’s Cell_________________


Person Other Than Parent To Notify In Case of Emergency:

Name_______________________________________________ Home Phone______________________

Address___________________________________________________________________ Zip________

Personal Permission and Medical Information:


I give Southside Baptist Church permission to publish photos of the child(ren) listed below in the church’s publications or website. Yes / No

Please attempt to notify me immediately concerning any emergency. However, in the event of an emergency where medical treatment is required and you can not reach me, I give my permission to the staff or sponsor of Southside Baptist Church to obtain the services of a licensed physician for any of the children listed below.  


1) Child’s Name ____________________________ Date of Birth_________________

Grade in School_____________
Please list any foods or medications your child is allergic to______________________________
Please circle any chronic health issues:  Asthma    Diabetic    Motion Sickness   ADD/ADHD
Please name any other medical conditions we need to be aware of_________________________
Circle one: My child’s swimming is Fair   Moderate   Excellent  / My child can’t swim.

Insurance Information: 

Medical Insurance Company _____________________________________________________________________

Group Name _____________________________________ Policy Number ________________________________


2) Child’s Name ____________________________ Date of Birth_________________

Grade in School_____________
Please list any foods or medications your child is allergic to______________________________
Please circle any chronic health issues:  Asthma    Diabetic    Motion Sickness   ADD/ADHD
Please name any other medical conditions we need to be aware of_________________________
Circle one: My child’s swimming is Fair   Moderate   Excellent  / My child can’t swim.


Insurance Information: If information is different from above, please complete.

Medical Insurance Company _____________________________________________________________________

Group Name _____________________________________ Policy Number ________________________________


3) Child’s Name ____________________________ Date of Birth_________________

Grade in School_____________
Please list any foods or medications your child is allergic to______________________________
Please circle any chronic health issues:  Asthma    Diabetic    Motion Sickness   ADD/ADHD
Please name any other medical conditions we need to be aware of_________________________
Circle one: My child’s swimming is Fair   Moderate   Excellent  / My child can’t swim.

Insurance Information: If information is different from above, please complete.

Medical Insurance Company _____________________________________________________________________

Group Name _____________________________________ Policy Number ________________________________


4) Child’s Name ____________________________ Date of Birth_________________

Grade in School_____________
Please list any foods or medications your child is allergic to______________________________
Please circle any chronic health issues:  Asthma    Diabetic    Motion Sickness   ADD/ADHD
Please name any other medical conditions we need to be aware of_________________________
Circle one: My child’s swimming is Fair   Moderate   Excellent  / My child can’t swim.

Insurance Information: If information is different from above, please complete.

Medical Insurance Company _____________________________________________________________________

Group Name _____________________________________ Policy Number ________________________________


Please do not sign below until you are in the presence of a Notary. 

I have read and agree to the statements and policies listed above.

Signed ______________________________________________Date_____________________

Notary Signature __________________________________Commission Expires___________





Please attach a copy of the front and back of your child/children’s insurance card.

*Please notify Southside Baptist Church if this information changes*
