Campbell UMC Trip and Health Consent Form

Name:





                                 DOB:​​​​​​​​​​​​​​​​​​​​_________________

SSN:___________________________    Male:_____   Female: ______

Address: _____________________________________________________________________

Home Number: ________________________________________________________________

Daytime Number(s) for parent(s): ________________________________________________

Emergency contact person: ____________________ Daytime Number:__________________

Primary Care Doctor: ___________________________Number: _______________________

Additional #’s we might need: ___________________________________________________

Medical Information:


List all allergies: (food, medication, other): ___________________________________
____________________________________________________________________________________________________________________________________________________________


List all current medications: (include dosage, usual times taken, and nonprescription meds): ______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________


List all pertinent medical or psychological history that might be beneficial for us to know while traveling with or providing care for your child (use back if needed): 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Parental Consent Form: (to be completed by parent or legal guardian and notarized)

I, __________________do give permission for trip sponsors to administer medication to ________________________ as needed such as Tylenol; Pepcid; or Imodium.                     


I will list here any medications I do not want given: ___________________________

_____________________________________________________________________________.


I, __________________do give permission for trip sponsors to administer first aid to ________________________ as is necessary and to seek emergency medical care as is deemed necessary.I give permission for that emergency care to be rendered and do assume all responsibility for that care.

Medical Insurance Company (please attach copy of insurance card): _________________

Policy #: ____________________________ Group #: _______________________________

Name of policyholder: __________________________________________________________


Photo Release: I, ________________________________parent/guardian of ________

_______________ give my permission for photos of my child taken during CUMC youth events or trips to be placed on the CUMC website.

Printed Name: ___________________________Singature: ____________________________

Notary:  State of ____________________________ County of _________________________


On this ____________________day of _____________________in the year _________________

Before me, the undersigned person(s) whose name(s) is/are subscribed to the within instruments and acknowledged that He/she/they executed the same for the purposes therein contained. In witness whereof, I hereunto set my hand and official seal. __________________________________________________________

