Grace Community Church Youth Group

Medical Release Form

In case of an emergency:

I give a Grace Community Church representative permission to take my child to a medical facility if necessary and act as guardian until I can arrive.

I give them permission to represent me before any medical institution when necessary while my child is under their care and to give, in my name, necessary authorizations for surgery in case of emergency when medical authorities deem it indispensable.
As long as it will not interfere with the medical wellbeing of my child, I request that my teen be taken to:

___________________________________________________________ 

(Preferred hospital for emergency care)
Medications:
I give a Grace Community Church representative permission to administer any over the counter medications (such as ibuprofen, pepto bismol, midol, tums, etc.) at my child’s request.

However, I DO NOT give permission for the following over the counter medications to be given to my child: 

______________________________________________________________________________

I understand that only a Grace Community Church representative is able to administer prescription medications to the children (with the exception of inhalers) and NOT the children.  I agree to furnish the appropriate amount of medication needed for the duration of the trip in the original container.  I understand that no medications will be given to my child if this form is not completed.

Medication: _________________________________________
Dosage: ____________________________

Time to be given: ______________________
Don’t administer after this time/date: ____________________

Side effects to report to parent and doctor: ___________________________________________________________

Physician Information:

Doctor’s Name: ________________________________________________________________________________

Phone Number(s): ______________________________________________________________________________

Release:

I, ________________________________________, release Grace Community Church and its representatives from responsibility of wrongdoing regarding medical and medication approval stipulated on this form.

By signing below, I authorize that I have read and agree to the terms listed above.

Parent Signature: _____________________________________________
Date: _______________________
FORMS WILL BE KEPT ON FILE FOR ONE YEAR.  NEW FORMS MUST BE FILLED OUT EVERY SUMMER.

