
MEDICAL RELEASE FORM

TRIPS/RETREATS

Participant: _____________________________________________________________________
Parent/Guardian: ________________________________________________________________
Phone: _________________________________________________________________________
Allergies/Special medical issues: _____________________________________________________
______________________________________________________________________________
Current medications: ______________________________________________________________
______________________________________________________________________________
Insurance Company: ______________________________________________________________
Policy Holder’s Name: _____________________________________________________________
Policy Number: __________________________________________________________________
Group Number: __________________________________________________________________
In the event of a medical emergency, I authorize Riveroaks Reformed Presbyterian Church (RRPC) and its staff or volunteers to (1) contact the emergency numbers for medical information, records, or treatment; (2) authorize RRPC and its staff and/or volunteers to administer 1st aid or CPR to my child, if they think it is necessary; (3) authorize RRPC and its staff/volunteers to administer appropriate medical treatment.  I understand that I will be solely responsible for any medical, hospital, or related charges, which may be incurred, on behalf of my child in connection with any injury, illness or other medical condition suffered by him/her during this trip/retreat.
PARENT/LEGAL GUARDIAN PRINTED NAME


PARENT/LEGAL GUARDIAN SIGNATURE




DATE

