Decatur First United Methodist Church, Inc.

2011-2012 Registration and Release Form
1) Please attach a copy of your medical insurance card to this form.

2) A copy of the original will be provided to the church staff member in charge and a copy will remain in the church office.  Medical information on this form will be used only if treatment is needed and for no other purpose.

Registration Information:
Last Name
  ________________________________
Gender:       Male
Female

First Name
  ___________________________ MI ____ Nickname ________________

Address
  _______________________________________

City, State, Zip _______________________________________

Home Phone
  ________________________ Cell Phone _________________________ 

Birthday (mo/day/yr) _______________ Social Security # __________________ (optional)

Email Address _______________________________________

Emergency Medical Information:

Medication(s) you are currently taking (prescribed AND over-the-counter) – List ALL!  ____________________________________________________________________ 

Medication(s) you CANNOT take ____________________________________________

Allergies (foods and medicines) ______________________________________________

Special health problems or concerns ___________________________________________

_____________________________________________________________________

Medical Insurance Information
Company Name ________________________

Policy or Group #__________________

Phone _______________________________
Policy Holder’s ID #________________

Address ______________________________
Relationship to Policyholder __________

City, State, Zip _________________________

Physician Information

Name _______________________________

Phone __________________________

In Case of Emergency, please contact:

Name ___________________________

Relationship ______________________

Day or Cell Phone ___________________

Evening Phone _____________________

Name ___________________________

Relationship ______________________

Day or Cell Phone ___________________

Evening Phone _____________________

Last Name _________________________ First __________ MI _____
Statement of Activities and Release:

A Permission Form, including detailed Event/Trip itinerary, has been provided.  I have received, read and understand the extent, nature and potential risks of the activities in which the registrant will engage, as well as the rules and guidelines which must be followed in order to continue participation in this Event/Trip.  Consent is hereby given for the above registrant to participate in any and all such activities.  Decatur First United Methodist Church, Inc., its agents, employees and any persons connected herewith are hereby released from any and all liability, claims, and causes of action arising out of or connected with participation in this Event/Trip.  I also give permission for the participant to be included in photographs, newspaper or magazine articles, videos and audio recordings connected with this Event/Trip.

Medical Release:

In the event of an emergency or non-emergency situation in which medical treatment is required as a result of participation in youth ministry activities with Decatur First United Methodist Church from July 30, 2011 through September 30, 2012, every reasonable effort will be made to contact the persons listed on the reverse side.  If unsuccessful in contacting the persons listed, consent/permission is hereby given for treatment by competent medical personnel.

Furthermore, unless specified otherwise, consent/permission is hereby given to all accompanying adult staff or volunteer leaders on this trip to hospitalize, secure proper treatment for, and to order injection, anesthesia or surgery as recommended by qualified medical personnel.  If possible, the adult leader should make final decisions in cooperation with medical personnel.

I understand that Decatur First United Methodist Church, Inc. does not carry accident or medical insurance on participants or volunteers.  I agree that my insurance company will be used for such medical care expenses and I am aware that I may be billed by the medical provider for any medical treatment expenses not covered by my insurance.  I understand that if I do not have medical insurance coverage that I am responsible for the payment of any and all medical bills.

Youth participants - age 18 or older:


Youth participants less than 18 years of age:

__________________________   

______________________________

Signature






Signature






Date:  ______________________

Date:  __________________________








_______________________________








Signature-Parent or Legal Guardian (circle one)

Notarization:

____________________________________________, 
Name of participant (if 18 or older) OR parent/guardian (if under 18 years of age)

Appeared before me ____________________, a Notary Public of _____________ County in the State of Georgia, the person whose signature appears above and with whom I am personally acquainted and acknowledge that he/she executed the within instrument for the purposed therein contained. 

Witness my hand and official seal this ______ day of _________________, 201___.

_______________________________  
My commission expires:  ________________


(Notary Public)
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