Capshaw Baptist Student Ministry
Authorization for Medical Treatment

January 2010 to December 2010
Name of Child​​​​​​​​​​​​​​​​​​​​​​​​​​_________________________________________________

Home Phone​​​​​​​​​​​​​​​​__________________________________________________

Address______________________________________________________

City, State, Zip________________________________________________

Date of Birth______________ Social Security Number_______________

EMERGENCY PHONE NUMBERS:

Father’s Name________________________________________________

Work Number____________________  Cell________________________

Mother’s Name________________________________________________

Work Number_____________________ Cell________________________

Other family/neighbor to contact in case of emergency:

_____________________________________________________________

MEDICAL INFORMATION:

Family Physician______________________  Phone Number___________

Health Insurance Company_____________________________________

Policy Number/Contact Number_________________________________

Date of last tetanus shot_________________________________________

ALLERGIES:   List any and reaction to below:

________________________________________________________________
________________________________________________________________
Signature required on back

MEDICATIONS: (Please update as needed.)

________________________________________________________________
________________________________________________________________
PERSONAL HISTORY:

Please list any serious injuries, illnesses or previous surgeries below:

________________________________________________________________
________________________________________________________________

________________________________________________________________
________________________________________________________________
________________________________________________________________
NAME OF CHILD:  ​​​​​​​​​​​​________________________________________________

I hereby give to Capshaw Baptist Church, its employees and person and designated as caregivers by the church by whatever title, the authority to give consent for emergency medical or surgical treatment for my child by a licensed physician.  

Signed:  Parent/Guradian                                                           
            Date

                                                                                                          Notary Public

                                    My Commission Expires

**Please also attach a copy of your child’s insurance card with this form**
**By signing this form I give Capshaw Baptist Church full rights to use any and all forms of media that include my child(ren) from any CBC event for publication, highlights, in-house advertisement and promotions. **

