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Permission Form

PARENT/GUARDIAN:

Please staple a photocopy of BOTH SIDES of your medical insurance card to this form and return it to your youth leader/sponsor.

PARENT PERMISSION: I hereby grant permission for my child to fully participate in all activities involved with Community Christian Church (Disciples of Christ) Youth Program. While I understand that CCC will take all reasonable steps to provide care and safety for my child, I am aware that CCC, their employees, volunteers, and agents cannot assume responsibility for injury, damage, or harm that might result during any and all activities. In permitting my child to participate, I agree that such responsibility will remain with me, as parent or guardian of my child. Should any claim be asserted by any person as a result of the acts of my child while participating in a CCC Youth Program activity, or while traveling to or from any such activities, or should my child assert any claim against CCC or any employees, volunteers, or agents of CCC, I agree to indemnify and hold CCC harmless from any such claim, including attorney’s fees and costs incurred in defense thereof.

EMERGENCY AUTHORIZATION: I hereby give permission to the medical personnel attending to the treatment of my child to order x-rays, routine tests and treatment. In the event that I cannot be reached in an emergency, I hereby give permission to the attending physician to hospitalize, secure proper treatment for, and to order injection and/or anesthesia and/or surgery for my child named on this form. This form may be copies.

Signature of parent/guardian or adult sponsor ________________________________
Date _______________

Witness ______________________________________________________________
Date _______________
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HEALTH HISTORY FORM (Needed for off-site events or trips.)
Health History (Mark with a “X” and give approximate dates)
General
___ Ear, Nose, Throat Disorder
__________


___ Heart Defect/Disease
___________

___ Convulsions

__________


___ Diabetes


___________

___ Bleeding, Clotting Disorders
__________


___ Hypertension

___________

___ Asthma


__________


___ Sleepwalking

___________

___ ADD


__________


___ ADHD


___________

Diseases

___ Mononucleosis

__________


___ Hepatitis


___________

___ Chicken Pox

__________


___ Measles


___________

___ German Measles

__________


___ Mumps


___________
Allergies

___ Ivy Poisoning, etc.

__________


___ Insect Stings

___________

___ Penicillin


__________


___ Other Drugs

___________

___ Foods


__________


___ Grass, Weeds, Pollen 
___________

Operations or serious injuries (dates) _____________________________________________________________
Disability or chronic recurring illness ______________________________________________________________
Dietary Modifications__________________________________________________________________________
Current medications (include instructions __________________________________________________________
Other diseases or details of above _______________________________________________________________
When was the date of the youth’s last Tetanus Shot?_________________________________________________
When was the date of the youth’s last DPT booster? _________________________________________________
Swimming Restrictions:  ___ Yes  ___No
If yes, please explain: __________________________________
Name of dentist/orthodontist _______________________________     Phone (____) _______________________
Name of family physician _________________________________      Phone (____) _______________________
Date of last physical examination ________________________________________________________________
If youth is female, is she prepared in case menstruation should occur?
___Yes       ___No

This health history is correct so far as I know, and the person herein described has permission to engage in all prescribed activities except as noted.

Signature of Parent or Guardian ____________________________________
Date ______________________
EMERGENCY ADMISSION INFORMATION

Parent/Guardian –The following information assists CCC in caring for your child and in the event we have an emergency the information would be shared with the hospital.  
YOUTH INFORMATION

Last Name ___________________________
First Name ___________________________
MI ___________

Sex _______
Age _______
Date of Birth __________________  County of Residence __________________
Home Address ______________________________________________________________________________

City ______________________    County _________________   State ____________
Zip Code ____________

Home Phone Number (______) ____________________Youth Cell Phone Number (______) ________________

PARENT/GUARDIAN INFORMATION

Father’s Name: _____________________________________________
SSN# __________________________
Father’s Date of Birth: ________________________________
Father’s Address (if different from youth)   ________________________________________________________
Mother’s Name: ____________________________________________
SSN# __________________________
Mother’s Date of Birth:  ________________________________
Mother’s Address (if different from youth): ______________________________________________________
Guardian’s Name (Guardian) _______________________________________
SSN# _________________
Guardian’s Date of Birth _______________ 

How does youth refer to Guardian? (i.e.Grandma, Step-father, Auntie, Guardian’s first name) _________________
Guardian’s Address (if different from youth) ______________________________________________________
Phone Numbers: Circle c=cell, w=work, h=home (put in order of how to reach you best)

Mother: c, h, w  (_____) ________________ c, h, w,(_____) ________________ c, h, w (_____) _____________
Father: c, h, w (_____) ________________ c, h, w, (_____) _______________  c, h, w, (_____)______________

Guardian: c, h, w (_____) _______________c, h, w,  (_____) _______________ c, h, w,(_____) ______________

Preferred Hospital for Medical Treatment:  _________________________________________________________

WITNESS





Please have a congregational representative witness your signature.  This could be an office staff member, youth sponsor, elder or member of the board.

















____________________________________________________


Witness / Title in Congregation








			           _________________________


			            Date


				





REQUIRED EMERGENCY RELEASE





In case of medical emergency, I understand that every effort will be made to contact a parent or guardian of the child. In the event I cannot be reached, I hereby grant permission to the physician selected by the church staff to hospitalize, secure proper treatment for, and to order injection, anesthesia or surgery for my son or daughter while attending activities with the CCC youth group.





____________________________________________________


Parent/Guardian Signature








			         __________________________


			         Date








