
Medical Information for 
Main Street United Methodist Church Activities 

   
General Information 
Date (good for one year): _____________ 
 
Name: ___________________________________________ Age _____ Birth date____________ 

LAST                    FIRST                        MIDDLE 

Year in school ___________                    Email________________________________________ 
 
Address_____________________________  City ________________ State ______ Zip_______ 
 
Phone Number __________________  Pager / cell_____________________________ 
 
Medical insurance company ________________________    Policy #______________________ 
(A copy of the insurance card needs to accompany this form) 
 
Mother’s name ______________________  Phone: Home ______________Work ___________ 
 
Father’s name _______________________  Phone: Home ______________Work ___________ 
 
Emergency contact ___________________  Phone: Home ______________Work ___________ 
 
Primary Physician ________________________________________Phone_________________ 
 
Dentist _________________________________________________Phone_________________ 
 
Regular medications taken________________________________________________________ 
 
Medical History 
Check the following areas of concern for this student. If necessary, add another page with details: 
1. For your child’s safety and our knowledge, is your student a 

� good swimmer     � fair swimmer     � non-swimmer 

2. Does your child have allergies to any of the following 

� pollens _______________________     � medications _____________________ 

� food _________________________      � insect bites ______________________ 

             �   other_______________________________________________________________ 

3. Does your child suffer from, has your child ever experienced, or is your child being currently treated for 
any of the following: 

� asthma     � epilepsy / seizure disorder     � heart trouble     � diabetes 

� frequently upset stomach     � physical handicap 

4. Date of last tetanus shot:  ____________ 5. Does your child wear  �glasses     �contact lenses? 

6. Please list and explain any major illnesses the child has experienced during the last year: 

____________________________________________________________________________________

______________________________________________________________________ 

7. If your child’s activities should be restricted for any reason, please explain: 

____________________________________________________________________________________
______________________________________________________________________   
      
Parent Signature______________________________     Appendix e 

 
 
 



Main Street United Methodist Church 
Greenwood, South Carolina 

Permission Slip, Release and Medical Authorization 
 

As parent of my child, _________________________, (hereinafter referred to as 
“child”), I give permission for my child to attend and participate in the Main Street United 
Methodist Church activity ________________________.  I understand and acknowledge that 
while Main Street United Methodist Church and its agents, staff members, volunteers, and other 
personnel shall make all reasonable efforts to protect the health, safety and welfare of my child, 
that my child will be participating in strenuous physical activities, sports and recreation, which 
bear the risk of severe or even terminal physical injury.  I further understand and acknowledge 
that my child will be transported in vehicles, which may be operated by Main Street UMC staff or 
adult volunteers, or may be chartered with third party carriers.  I therefore give permission for 
my child to participate in these activities, having been fully advised of the potential risks of 
participation thereto. 
 
  

Medical Authorization 
Furthermore, as parent and legal guardian of my child, I authorize any Main Street UMC staff 
member, adult volunteer or adult chaperone present at the above activities to consent to any x-
ray, examination, anesthetic, medical or surgical diagnosis or treatment, or hospital care to be 
rendered to my child under the general or special supervision of health care providers and on 
the advice of a properly licensed physician or surgeon.   I understand and agree that, in the 
event my child suffers an injury that requires medical treatment, the above named adults may 
authorize immediate treatment and/or first aid regardless of whether they are able to contact me 
regarding my child’s treatment. 
 

My child is allergic to the following medications:______________________________ 
 
 
My child is currently taking the following medications (please describe the condition for 

which the medication is used:________________________________________________ 
 
 
 (I further understand that my child will be responsible for administering their own 

medications, unless special arrangements are made in writing with the Main Street UMC 
approved adult in charge of the event prior to embarking on the above activity.)  
 
 My child has the following medical conditions (please include any information a treating 
physician should be aware of in the event of 
injury):________________________________________ 
 
 
__________________________________________________________________________ 
My child is covered under health insurance policy issued by __________________________ 
 
_____________________________________The policy number ___________. 
 
Parent’s Signature________________________________Date______________________ 
 
          Appendix f 
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