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P.O. Box 505 Columbia, SC 29202  803.477.7962

2011

Medical Permission and Release Form

Name_____________________________ Date_______ Age_______ Birth Date_______

Address__________________________________________ Phone_________________

City__________________________ State______ Zip_______ Sex (circle): Male Female 

In College: Y  N   Which & Where:_____________________________ Year:_________

In Case Of An Emergency Please Contact:

Name_________________________ Phone_______________ Relationship__________

Family Physician__________________________________ Office Phone____________

Family Dentist____________________________________ Office Phone____________

Hospital Insurance:  Yes  No      Policy Number_________________________________

Primary Insured___________________________________ SSN#__________________

Name of Insurance Company______________________ Policy #___________________

Insurance Company Phone Numbers__________________________________________

List Date Of Last Immunization: DPT______ MMR______ Tetanus Only______ Polio______

Check if you have had: Chicken Pox____ Measles_____ Mumps_____ Whooping Cough_____




  Other________________________________________________

Allergies: Foods__________________________________________________________


    Medications______________________________________________________


    Insects/Bites_____________________________________________________

Previous Serious Illness____________________________________ Date____________

Current Medication(s)______________________________________________________


Medical Instructions_________________________________________________

Special Diet______________________________________________________________ ________________________________________________________________________

Other Important Medical Information_________________________________________ ________________________________________________________________________

** I (we) hereby DO consent _____ or DO NOT consent _____ to the use of blood and/or blood products under the care of a licensed physician in the case of an emergency. 

Midtown Fellowship and Volunteers Are Designated By The Abbreviation “Midtown” Throughout This Entire Form


I hereby authorize Midtown to take me to the before named physician or facility for medical treatment in the event of an emergency.


I hereby authorize Midtown to transport me to or from church and /or any other church related and sponsored activities and events.


I hereby authorize an adult, in whose care I have been entrusted, to consent to any x-ray examination, anesthetic, medical, surgical or dental diagnosis or treatment, and hospital care to be rendered to myself under the general or special supervision and on the advise of any physician or dentist licensed under the provisions of the medical practice act on the medical staff of a licensed hospital, whether such diagnosis or treatment is rendered at the office of said physician or at the said hospital.


I do hereby authorize any licensed physician or medical treatment center to treat me in the case of emergency in which the before named physician cannot respond.


I shall be liable and agree to pay all costs and expenses incurred in connection with such medical and dental services rendered to myself pursuant to this authorization.


Should it be necessary for me to return home due to medical reasons or otherwise, I shall assume all transportation costs.


I hereby release, forever discharge and agree to hold harmless Midtown and the directors thereof from any and all liability, claims or demands for personal injury, sickness or death, as well as property damages and expenses, of any nature whatsoever which may be incurred by myself that occur while I am participating in any trip or activity with Midtown.


Furthermore, I hereby assume all risk of personal injury, sickness, death, damage and expenses as a result of participation in recreation and work activities involved therein.


Further authorization and permission is hereby given to said church to furnish any necessary transportation, food, and lodging for this participant.


The undersigned further hereby agrees to hold harmless and indemnify said church, its directors, employees, and agents for any liability sustained by said church as the result of the negligent, willful or intentional acts of said participant, including expenses incurred attendant thereto.


The medical consent and liability waiver provisions hereof shall remain in force throughout 2007 and in effect until written notice of revocation or withdrawal is received by Midtown at its office.  It is the responsibility of the participant to notify the church of any changes in medical condition, address, or phone number in writing to the address listed at the beginning of this form.

___________________________/____________

Signature                                         Date

Notary Public Information

Name________________________ State of_____________ County of_______________

Sworn and subscribed before me this__________ day of__________________, 200___

Notary Signature__________________________________________________________

