Medical Care Authorization Form

First United Methodist Church

Youth Fellowship

Frankfort, Kentucky

January 1, 2009 – December 31, 2009

Youth’s Name: __________________________________________________________

Youth’s Age: _______________ Date of Birth: _________________ Sex: ___________

Allergies: _______________________________________________________________

Medications (name, dosage, times taken): _____________________________________

_______________________________________________________________________

Date of Last Tetanus Shot: _________________________________________________

Youth’s Doctor: ____________________________ Phone #: ______________________

Medical Insurance Company: _______________________________________________

Policy Number: __________________________________________________________

Parent’s Names: _________________________________________________________

Address: _______________________________________________________________

Home Phone: _______________ Work Phone: ________________ Other: __________

Responsible Party in Absence of Parents: _____________________________________

Relationship to Youth: ________________________ Phone: _____________________

I hereby grant my youth permission to attend youth events during the time period above.

In the event of an emergency I understand that every effort will be made to contact me or

the other responsible party mentioned above. If neither I nor the other responsible party

can be reached, I authorize the First UMC staff or sponsor to secure the services of a

licensed physician to provide the care necessary, including anesthesia, for my youth’s

well-being.

Parent’s Signature: ________________________________________ Date: __________

Parent’s Social Security Number: ____________________________________________

