

Student Medical Release

Name________________________________________________________________________________

Emergency Contact Name________________________________________________________________

Relationship__________________ Daytime Phone______________ Evening Phone_________________

Emergency Contact Name________________________________________________________________

Relationship__________________ Daytime Phone______________ Evening Phone_________________

Insurance Information

Company____________________ Phone #_________________Policy Number_____________________

Medical Information

List all prescription medication(s) you will bring on the project___________________________________

_____________________________________________________________________________________

For what condition(s)?___________________________________________________________________

Date of last tetanus shot (this must be within ten years)_________________________________________

Date of last Hepatitis A inoculation (this is not required, but recommended)________________________

List any physical disabilities or limitations___________________________________________________

List any known allergies and reactions______________________________________________________

List any major illnesses in the past year_____________________________________________________

Have you fainted or passed out?________________ When?_____________ Why?___________________

Do you have any eating disorders?__________ If yes, have you ever received counseling?_____________

For Completion by Physician
I have examined___________________________________ and find him/her to be in good general health and physically able to take part in the missions project in Mexico in June of 2009.

Physician Signature______________________________________ Date:_________________________

Release

In the event of an emergency when medical treatment is required, I, ______________________________ the legal guardian of _____________________________ give permission to the physician selected by the “ZCMA Church” personnel to hospitalize, secure treatment, order injections, anesthesia, or surgery for the above named participant.  Permission is granted to contact our family doctor.  I understand that caution will be taken to prevent injury.  In the event of an accident or injury, ZCMA Church or its personnel will not be held responsible.  The participant named above is permitted to receive over the counter medications such as Tylenol, Pepto-Bismol, Benadryl, Maalox, etc., as supervised by missions trip nurse.

Guardian’s Signature____________________________________________Date_________________State of_______________________________, County of________________            (Place SEAL here)

Sworn to and subscribed to me this_________ day of_____________, 20___ 

Notary Public signature:__________________________________________

My commission expires__________________________________________




Adult Medical Release

Name________________________________________________________________________________

Emergency Contact Name________________________________________________________________

Relationship__________________ Daytime Phone______________ Evening Phone_________________

Emergency Contact Name________________________________________________________________

Relationship__________________ Daytime Phone______________ Evening Phone_________________

Insurance Information

Company____________________ Phone #_________________Policy Number_____________________

Medical Information

List all prescription medication(s) you will bring on the project___________________________________

_____________________________________________________________________________________

For what condition(s)?___________________________________________________________________

Date of last tetanus shot (this must be within ten years)_________________________________________

Date of last Hepatitis A inoculation (this is not required, but recommended)________________________

List any physical disabilities or limitations___________________________________________________

List any known allergies and reactions______________________________________________________

List any major illnesses in the past year_____________________________________________________

Have you fainted or passed out?________________ When?_____________ Why?___________________

Do you have any eating disorders?__________ If yes, have you ever received counseling?_____________

For Completion by Physician
I have examined___________________________________ and find him/her to be in good general health and physically able to take part in the missions project in Mexico in June of 2009.

Physician Signature______________________________________ Date:_________________________

Release

In the event of an emergency when medical treatment is required, I, ______________________________  give permission to the physician selected by the “ZCMA Church” personnel to hospitalize, secure treatment, order injections, anesthesia, or surgery for the above named participant.  Permission is granted to contact our family doctor.  I understand that caution will be taken to prevent injury.  In the event of an accident or injury, ZCMA Church or its personnel will not be held responsible. 

Participant’s Signature________________________________________Date________________

State of_______________________________, County of________________            (Place SEAL here)

Sworn to and subscribed to me this_________ day of_____________, 20___ 

Notary Public signature:__________________________________________

My commission expires__________________________________________

