
PERMISSION FOR EMERGENCY CARE (ChIld/YOuth)
THIS FORM IS VALID FOR THe cALenDAR yeARS OF 20______ TO 20______ .

cHILD’S nAMe _____________________________________________________________________________________
 (LAST) (FIRST) (MIDDLe)

DATe OF BIRTH (MM/DD/yyyy) _________________________________ ScHOOL gRADe _______________ Age ____________

nAMe OF PARenT(S) OR guARDIAn ____________________________________________________________________________

ADDReSS __________________________________________________________________________________________________

cITy/STATe/ZIP ______________________________________________ HOMe PHOne __________________________________

BuSIneSS PHOne (MOTHeR) ___________________________________ (FATHeR) ______________________________________

ceLL PHOne (MOTHeR) _______________________________________ (FATHeR) ______________________________________

eMAIL ADDReSS (MOTHeR) ____________________________________ (FATHeR) ______________________________________

eMeRgency cOnTAcT (AFTeR PARenTS) ____________________________ PHOne ________________________________________

FAMILy/cHILD’S PHySIcIAn ____________________________________ PHOne ________________________________________

DenTIST ____________________________________________________ PHOne ________________________________________

ALLeRgIc TO FOOD(S) ________________________________________ OTHeR ________________________________________

___________________________________________________________________________________________________________

LAST TeTAnuS SHOT (DATe) ____________________________________ TAKIng Any MeDIcATIOn? (LIST) __________________

OTHeR MeDIcAL InFORMATIOn _______________________________________________________________________________

InSuRAnce cOVeRAge (PLeASe PROVIDe A cOPy OF THe InSuRAnce cARD, FROnT AnD BAcK)

cOMPAny __________________________________________________________________________________________________

POLIcy # ____________________________________________________ gROuP # ______________________________________

We the undersigned have legal custody of the student named above, a minor, and have given our consent for him/her to attend events being organized by Ox Hill Baptist 
church (OHBc).  I/We understand that there are inherent risks involved in any ministry or athletic event, and I/we hereby release OHBc, its pastors, employees, agents and 
volunteer workers from any and all liability for any injury, loss, or damage to person or property that may occur during the course of my/our child’s involvement.  I understand 
that transportation will be provided by chaperone(s) or by the church vehicle(s). I consent for my child/youth to be transported in this manner. In the event that he/she 
is injured and requires the attention of a doctor,  the adult advisor(s) have my/our permission to take my/our child, at my/our expense, to the hospital emergency room 
deemed appropriate by the rescue squad or the adult advisor(s).  The hospital and its medical staff have my/our authorization to provide treatment which a physician deems 
necessary for the well-being for my/our child. Further, I/we affirm that the health insurance information provided above is accurate at this date and will, to the best of my/our 
knowledge, still be in force for the student named above.  I/we also understand that, as a participant, I or my child may be photographed or videotaped during normal event 
activities, and these photos/videos may be used in materials for Ox Hill Baptist church. 

commonwealth of Virginia  Signature 

county/city of  _____________________________________________  ______________________________________________

This _______day of ________________________, 20 ______________   ______________________________________________

known or adequately identified to me, personally appeared before me    Date __________________________________________
and subscribed his/her signature hereto.

__________________________________________________________       _____________________________________________
  notary Public (Signature)    My commission expires (Date)

thIS FORM IS NOt VAlId uNlESS It IS NOtARIZEd

KeeP THIS FORM ReADILy AcceSSIBLe AnD TAKe TO THe HOSPITAL WITH PATIenT.

 MALe
 FeMALe
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