					 Medical Release Form 


 I/We consent to _______________________________________________ going to a Argo Christian Fellowship (ACF) sponsored event and agree to release and discharge the ACF, its officers, agents and employees, (all claims, and demands/rights and causes of action) growing out of personal injuries and property damage resulting or occurring during the aforementioned activity, or in transit to and from said activity. I/We further give permission for necessary emergency medical care to be given by a doctor, nurse or other medical personnel while under church supervision. 

Youth Social Security Number:____________________     Date of Birth:_________    Age:_____ 

Insurance Company:_______________________Policy/ID/Group ID: ________________

Insurance Phone Number:_______________      Member Name:_________________________ 

Please list below ALL medical information a physician might need before medically treating your son/daughter:____________________________________________________________ 

Please list below any medication your son/daughter might be taking during the activities: _________________________________________

Family Physician Contact Info:________________________________________ 

As the undersigned legal guardian, I do hearby authorize the adult workers of ACF, under whose auspices the program is conducted, to secure any emergency medical care and/or treatment that may be necessary during the entire event. 

I consent to any examination, x-ray, anesthtic, medical or surgical diagnosis or treatment and hospital care which is rendered under supervision of any physician or surgeon licensed under the provisions of the Medical Practice Act on the medical staff of a licensed hospital, whether such diagnosis or treatment is rendered at the office of said physician or at said hospital. 

Parent/Guardian Name (Please Print): __________________________________________

Parent/Guardian Signature:________________________________          Date: ____________

Address:______________________________________________ 

Home Phone: _____________________      Work/Cell Phone:________________________ 

Alternative Contact Name: ______________________________________

Phone: _______________________
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