AUTHORIZATION FOR EMERGENCY TREATMENT/DISCIPLINARY AGREEMENT/PHOTO & VIDEO RELEASE

FIRST BAPTIST CHURCH - 134 E. BROAD STREET – P.O. BOX 794 – WEST POINT, MS 39773

For parents whose children will be participating in an event or trip sponsored by First Baptist Church for the year 2009, the form below is to be filled out and returned to First Baptist Church before participating in an event.

I, the undersigned parent or guardian of ________________________________________, a minor, do hereby give Chuck Brister, Minister to Students, or any adult in attendance with the youth of First Baptist Church the authority to secure any necessary medical and/or surgical treatment for my son or daughter in the event of any emergency due to sickness or accident at any scheduled activity or travel to and from such activity.

I understand that, in the event medical treatment is required, every effort will be made to contact my family doctor and/or me.  However, if neither can be reached or the situation demands immediate attention, I give my permission to Chuck Brister or sponsor (s) to secure the services of a licensed physician to provide the care necessary, including anesthesia, for my child's well-being.  I also promise to reimburse First Baptist Church – beyond insurance coverage – for any expense incurred for the medical or surgical treatment, drugs, etc.

I also give full authority to Chuck Brister or sponsor (s) to discipline my son or daughter as deemed necessary.  If my child's behavior is repeatedly disruptive to or endangers the safety of the group, I give Chuck Brister or sponsor (s) my permission to send him or her back home after my son or daughter has called me collect and notified me as to the reason he or she is being sent home and the bus on which he or she will arrive.  I promise further to pay the cost of this return trip should this action become necessary.

Also, I understand that as a participant, my child may be photographed or videotaped during normal activities and these photos/videos may be used in promotional materials.

Signed __________________________________ Date____________________

 






           (Parent or Guardian)

STUDENT'S FULL NAME ________________________________________ AGE______ BIRTHDATE____________________

ADDRESS __________________________________________________________________________________________________

HOME PHONE # ___________________ PARENT’S WORK PHONE # ____________________ 

PARENT’S CELL PHONE # ____________________

PARENT'S BUSINESS ADDRESS _____________________________________________________________________________

FAMILY DOCTOR ______________________________________________________OFFICE PHONE # __________________

I DO_______; DO NOT_______ carry personal medical insurance coverage on the above named minor.

MEDICAL INSURANCE CO. _____________________________________________ POLICY # __________________________

Please attach a copy of your insurance card

In the event of an emergency and we are unable to contact you at the above numbers, please list a friend or relative that we 

may be able to reach:________________________________________________________ Phone #__________________________

Please list any medical allergies, medications being taken, medical problems, or other pertinent information:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

STATE OF MISSISSIPPI

COUNTY OF CLAY

Personally appeared before me, _________________________________, on this the ________day of _________________, 2009.

                                                                  (Parent or Guardian)

_____________________________       

          (Notary Public)                             
