Immanuel Baptist Church Medical Release Form

Name: ______________________________________ Phone # ________________________________

Birthdate ____________________  Parent / Guardian Name: ________________________________________

Emergency contact if parent/guardian cannot be reached:

Name: ________________________________________ Relationship:_______________________________

Phone Day: ____________________________________  Evening: ____________________________________

Medical Insurance Co. ______________________________________ Policy #___________________________

Precautions, Diet Restrictions, Physical limitations: ________________________________________________








            (Use back if you need more room)

In case of emergency, I understand every effort will be made to contact me.  In the event that I cannot be reached, I hereby give permission to the physician and/or emergency personnel to hospitalize and/or secure proper treatment for the child named above.

Signature of parent/guardian _____________________________________  Date: ______________________

Home Phone: _____________________________________  Work Phone: _______________________________
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