Health Information Survey
(Please Print)
Student Name:___________________________  Age: _______ Birthday:____________

Year in School _____  Male___  Female___ Email:______________________________
Adresss:____________________________City ______________ State____ Zip_______

Home Phone_______________________  Cell__________________________________

Medical Insurance Company________________ Policy #_________________________

Mother’s Name______________________Phone: Home__________ Work___________

Father’s Name_______________________Phone: Home__________ Work___________

Legal Guardian______________________Phone: Home__________  Work___________

Emergency Contact__________________ Phone: Home___________Work___________

Physician___________________________Office Phone______________________

Dentist_____________________________Office Phone______________________

Medical History

Hay fever ____________                        Fainting Spells_____________

Diabetes   ____________                        Bronchitis_________________

Ear Trouble___________

     Seizures___________________


Asthma______________                         Heart Trouble______________

Other Medical or Surgical Conditions that might affect your Child involvement in activities________________________________________________________________________________________________________________________________________________________________________________________________________________
Dietary Restrictions_______________________________________________________

Allergic Reaction to

___ Medications (please list)____________________________________


___ Bee Stings


___ Others __________________________________________________
List of Current Medications______________________________________________________________________________________________________________________________________

Last tetanus shot (date)__________________________

(Return this copy)

Release Form
I/We the undersigned have legal custody of the Student named above, a minor, and have given our consent for him/her to attend events at Fairview Ave. BIC Church. I/We understand that there are inherent risks involved in any ministry, activity, or event, and I/We release the Church, 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.  In the event that he/she is injured and requires the attention of a doctor, I/We consent to any reasonable medical treatment as deemed necessary by a licensed physician.  In the event treatment is required from a Physician and /or hospital personnel designated by the Church, I/we agree to hold such person free and harmless of any claims, demands, or suits for damages arising from the giving of such consent. I/We also acknowledge that we will be ultimately responsible for the cost of any medical care should the cost of that medical care not be reimbursed by the health insurance provider.  Further, I/We affirm that the health insurance information provided 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 agree to bring my/our child home at my/our own expense should they become ill or if deemed necessary by the Youth Director.

Parent/Guardian’s Signature(s)________________________________________




              ________________________________________

(Return this Copy)

