
PERMISSION FORM &


AUTHORIZATION FOR MEDICAL TREATMENT
Name of student ___________________________________________   DOB  ___/___/___  Male [   ] Female [   ]
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Address ____________________________________________________________________________________

City _____________________________   State ______   Zip __________ Grade ____  

Home Phone ____________________     Work Phone ___________________ Cell Phone __________________
Parent's Name ______________________________________________________________________________

Address (if different than above) _________________________________________________________________

City ________________________________________________________    State ________   Zip ____________

In case of emergency and we are unable to reach parents, call:
Name __________________________________________________
Phone __________________________

Medical Information
Social Security # of policyholder _______ - _____ - _____________

Medical or allergy information we should know about? ________________________________________________ ___________________________________________________________________________________________

Any special medication your child is using? ________________________________________________________

Physician's Name _______________________________________________   Phone ______________________

Insurance Company _____________________________________________    Policy # ____________________

[   ]
I give The Springs Community Church permission to use myself and/or my family members (please print all family members) ____________________________________________________________________,

In all or any of the following ways: video, multi-media, printed materials, web site, and any other promotional, marketing, or outreach materials indefinitely.

If at any time I or any of my family members change our minds, we are responsible to notify The Springs Community Church, and an addendum will be made to this release, and from that point on The Springs Community Church will not include those members in any future productions of: video, multi-media, printed materials, web site, and any other promotional, marketing, or outreach materials.  The Springs Community Church will not be responsible for retracting any materials that have already been produced.
[   ]
I do not give permission to The Springs Community Church to use myself and/or my family members in 
any of the following ways: video, multi-media, printed materials, web site, and any other promotional, marketing, or outreach materials.
I, the undersigned parent/guardian of ____________________________________________, do hereby grant consent for staff and/or lay assistants of The Springs Community Church to seek and agree to such medical treatment as in their opinion is necessary for the health, safety and welfare of the above named minor.  I agree to release and hold harmless any staff and/or lay assistants of The Springs Community Church from any and all claims, suits, costs and actions, of any kind whatsoever, arising from their exercise of the power granted by this authorization.

   I further release and discharge the Reformed Church in America and/or The Springs Community Church, its staff, employees, agents, officers and directors from any and all claims, suits, costs and actions of any kind whatsoever, arising out of or relating to the above youth and any youth ministry or church sponsored activity, including, but not limited to, events occurring while going to or returning from such activities. This consent form remains in effect from the date of signature through September 1, 2010. 

Parent or Guardian ______________________________________________________________

Date ________________________________________
Springs Community Church  7290 Lexington Drive, Colorado Springs, CO 80918  719/590-1705


