PLEASE FILL OUT A PERMISSION FORM FOR EACH CHILD/YOUTH AND RETURN TO OFFICE OR PLACE ON THE TABLE IN THE GATHERING AREA

Unity Presbyterian Church

Carol Clark, Pastor

8210 Unity Church Road

Denver, NC 28037

(704) 483-5266

www.unitypres.org

admin@unitypres.org
My child, ______________________________, has permission to participate in all activities of the children and youth program of Unity Presbyterian Church, Denver, NC, including all trips and outings, for the program year beginning September 1, 2009 and ending August 31, 2010.  I understand that if an accident should occur, all reasonable effort will be made to contact me by the supervising adults(s).  

I give my permission for any emergency medical treatment deemed necessary by the supervising adult(s) from Unity Presbyterian Church to be rendered to my child and that such care may be rendered at any hospital, clinic, or other practice deemed appropriate by such person(s) until such time as I am contacted and can accept responsibility for such decisions. 

I do / do not (circle one) give my permission for any minor medical treatment deemed necessary by the supervising adult(s) from Unity Presbyterian Church to be rendered to my child.  Such minor medical treatments includes, but is not limited to, administering analgesics, bandages, ointments, repellants, and such other minor aid as the supervising adult(s) deem(s) appropriate.  Please list below all allergies or any specifications. 

Child’s Date of Birth: _______________________________SS#:_________________________

Parent Name: __________________________________________________________________

Address ______________________________________________________________________

_____________________________________________________________________________

Home #:  __________________Work #:__________________Cell #:______________________

Name of Insured:__________________________________Date of Birth:___________________

Insurance company:_____________________________________________________________

Policy Number/Group Number:_____________________________________________________

Doctor:_______________________________________Phone:___________________________

Additional Comments:  (allergies, physical limitations etc,)_______________________________

Analgesic of Choice:_____________________________________________________________

Signature Parent(s)/Guardian(s):___________________________________Date: ___________
