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Holy Family Catholic Church Summer Friendship Program

PARENT MEDICAL RELEASE FORM

Please PRINT CLEARLY


                          Summer Friendship Activities & Field Trips   
This Medical Release/Permission Slip is designed to cover all activities associated with the 2010 Summer Friendship Program. PLEASE BE SURE YOU FILL OUT BOTH PAGES OF THIS FORM COMPLETELY.

Participant's Name __________________________________________________________________________

Full Address  ______________________________________________________________________________



Street Address





City

State

Zip

Home Phone _______________________________________________________________________________
I, ________________________________, the parent/guardian of ________________________ hereby give my consent for the above child to participate in the Holy Family Summer Friendship Program.  I will not hold Holy Family Catholic Church,  Mrs. Papp,  Program Directors, staff,  any chaperones,  or the Diocese of Arlington responsible in the event of an injury.  I realize that if it becomes necessary for this participant to be sent home, I may receive a phone call at any time of the day or night, and I will be expected to come and pick up this participant as soon as possible.

In the event I cannot be reached in an emergency, I hereby give permission to physicians selected by the Holy Family Staff and/or chaperones to secure proper medical treatment for my son/daughter __________________________________________________________.
___________________________________________ ____________________                                                             Parent/Guardian's signature                                                                                Date
MEDICAL RELEASE
Participant's Name ____________________________________________________________________________________________ 
Participant’s Social Security # ______________________ Full Address (include city, state & zip) _________________________ ____________________________________________ City ______________________________ State ________Zip_____________ 
Parents’ Names _______________________________________________________________________________________________
Address (if different from above) __________________________________ City _____________________State _____  Zip________

Home Phone #   ________________________________

MOM'S work phone _______________________________Cell#______________________ Pager#  _________________________ DAD'S work phone    ______________________________ Cell #_____________________ Pager# __________________________                              
Person to Notify in an emergency _________________________________________________________________________________

Name of Insurance Company ____________________________________________________________________________________    

Name of Insured _____________________________________________ Policy/ID # ______________________________________ Physician’s Name ____________________________________________ Physician's Phone# _______________________________ 
I do not have medical insurance at this time. ____________________                             

In the event of an emergency where medical treatment is required, I give my permission to the church staff or sponsor to obtain the services of a licensed physician.  Please attempt to notify me immediately concerning any such emergency.

__________________________________________________________________________________________________________
                   Parent/Guardian's signature                                                              Date

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX
MEDICAL HISTORY

YES
NO
1.  Has your child ever had any of the following? (Please explain any YES answers on a separate sheet of paper)
_____     _____     
     Heart Murmur                                                                                                                           
_____     _____
     Other Heart Problems                                                                                                                
_____     _____              Seizures or Epilepsy                                                                                                                                   



 2.   A.  Significant allergies to:

_____     _____     
    
bee stings -- On medication? -- yes_____     no_____                                                            
_____     _____                 foods                                                                                                                                 
_____     _____          

medicine                                                                                                                           
_____     _____               
other allergic reactions? ____________________________________________________________________  


B.
A prescription for use of:

_____     _____     
    

Adrenalin                                                                                                                         
_____     _____                

Inhalers                                                                                                                            
_____     _____                

Other allergy medication? _____________________________________________________________ 
_____     _____                 C.     Have Asthma?

_____     _____           3.
Does your child take any medicine regularly?                                                                              




If yes, what, when, dosage and reason? ________________________________________________ 

_____     _____     
4.
Does your child wear contact lenses, eyeglasses or dental appliance?              

_____     _____     
5.   Does your child have any other known health problems? _____________________________________
_____     _____
       6.   Is there anything we should know about your child that might help us deal with any situation that



might present itself?                                                                             


     



       7.   DATE OF LAST TETANUS IMMUNIZATION? ____________________________________________                                                





                         

____________________________________________




_______________________

               Signature of Parent/Guardian





   
  Date
For Office Use Only


Amt. Paid _________________





Date Paid _________________





Cash _______	Check # ___________








