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MC AUTHORIZATION AND RELEASE FORM


 


ROGERS MEMORIAL A.R.P. CHURCH


 


1820 EDEN TERRACE ROAD, ROCK HILL, SC 29730      803


-


327


-


5724


 


 


T


RIP/OUTING INFORMATION


 


Nature/Destination of Trip:    


Bonclarken Assembly for Sr. High Retreat. 


Hendersonville, NC


 


Primary Activ


ities Involved:  


Sr. High retreat 


 


 


 


Date/Time/Place of Departure: 


Friday, March 15, 2002, 6:00 pm, at RMC


 


 


               


Pres., 1820 Eden Ter


race, Rock Hill, across from Sullivan Middle school. 


 


 


Date/Time/Place of Return:


   


Sunday, approx. 2 pm at RMC Pres.


 


 


INFORMATI


ON ON CHILD (Please print)


 


Full Name:


 


      


__________________________________


 


SS#:


 


    


 


            


_______________________


 


Date of Birth:


 


 


__________


_____________


 


 


PERMISSION TO PARTICIPATE AND RELEASE


 


I, the parent or legal guardian of the above child, give permission for my 


child to go with the Youth Group of Rogers Memorial ARP Church on the 


trip/outing described herein.  I understand that the Chur


ch and the adults in 


charge of the trip/outing will use their best efforts to provide a safe enviro


n-


ment for my child.  However, in the event of an accident, I agree to release 


and hold harmless Rogers Memorial ARP Church, its o


fficer and members, 


as well as the adults in charge of or assisting with the trip/outing, regardless 


of negligence or fault, except to the extent of any applicable insurance co


v-


e


r


age.  


 


 


AUTHORIZATION FOR MEDICAL CARE AND TREATMENT


 


I, the parent or legal guardian of the above child, authorize medical perso


n-


nel to administer necessary medical care/treatment to my child in the case of 


an emergency, in the event that I am not available to give specific authoriz


a-


tion for such care or treatment.


 


 


Parent/Legal Guardian


 


Signature:


 


       


________________________________


 


Print Name:


 


    


________________


________________


 


Address:


 


          


________________________________


 


 


            


 


            


________________________________


 


Phone:


 


Day________________; Night 


_________________


 


Date:


 


   


 


            


__________________


 


 


CONTACT IN CASE OF EMERGENCY 


 


 


Primary person(s) to contact: [if different from person signing form


 


 


            


_________________________ (


Relation ___________)


 


 


            


Phone:


 


Day:


 


    


______________________


 


 


            


 


           


Night:


 


 


______________________


 


 


 


Secondary person(s) to contact 


 


         


 


 


            


__


_______________________ (Relation___________)


 


 


            


Phone:


 


Day:


 


    


______________________


 


 


            


 


           


Night:


 


 


______________________


 


 


 


 


HEALTH INSU


RANCE INFORMATION


 


 


Insurance Company:


 


  


____________________________


 


Named Insured:


 


          


____________________________


 


Policy/Group #:


 


          


_


___________________________


 


Claim phone #:


 


           


____________________________


 


 


 


MEDICATIONS AND HEALTH INFORMATION


 


Medication which my


 child will have with her/him, and when/how 


often should it be taken, and in what amount: 


 


            


_____________________________________


___________


 


 


            


________________________________________________


 


 


Other medication which child currently takes: 


 


 


            


_________________


_______________________


 


 


Please note any medical problems/conditions which medical provi


d-


ers would need when treating the child:


 


            


________________________________________________


 


 


            


______________________________________


__________


 


 




RMC AUTHORIZATION AND RELEASE FORM  ROGERS MEMORIAL A.R.P. CHURCH 

1820 EDEN TERRACE ROAD, ROCK HILL, SC 29730      803-327-5724

 

 

TRIP/OUTING INFORMATION 

Nature/Destination of Trip:    

Bonclarken Assembly for Sr. High Retreat. 

Hendersonville, NC

 

Primary Activities Involved:  

Sr. High retreat 

  

 

Date/Time/Place of Departure: 

Friday, March 15, 2002, 6:00 pm, at RMC 

                 Pres., 1820 Eden Terrace, Rock Hill, across from Sullivan Middle school.  

 

Date/Time/Place of Return:

   

Sunday, approx. 2 pm at RMC Pres. 

 

INFORMATION ON CHILD (Please print) 

Full Name:        __________________________________ 

SS#:                    _______________________ 

Date of Birth:  _______________________ 

 

PERMISSION TO PARTICIPATE AND RELEASE 

I, the parent or legal guardian of the above child, give permission for my 

child to go with the Youth Group of Rogers Memorial ARP Church on the 

trip/outing described herein.  I understand that the Church and the adults in 

charge of the trip/outing will use their best efforts to provide a safe environ-

ment for my child.  However, in the event of an accident, I agree to release 

and hold harmless Rogers Memorial ARP Church, its officer and members, 

as well as the adults in charge of or assisting with the trip/outing, regardless 

of negligence or fault, except to the extent of any applicable insurance cov-

erage.   

 

AUTHORIZATION FOR MEDICAL CARE AND TREATMENT 

I, the parent or legal guardian of the above child, authorize medical person-

nel to administer necessary medical care/treatment to my child in the case of 

an emergency, in the event that I am not available to give specific authoriza-

tion for such care or treatment. 

 

Parent/Legal Guardian 

Signature:         ________________________________ 

Print Name:     ________________________________ 

Address:            ________________________________ 

                            ________________________________ 

Phone: Day________________; Night _________________ 

Date:                  __________________ 

  CONTACT IN CASE OF EMERGENCY  

 

Primary person(s) to contact: [if different from person signing form 

              _________________________ (Relation ___________) 

              Phone: Day:     ______________________ 

                           Night:  ______________________ 

 

 

Secondary person(s) to contact             

              _________________________ (Relation___________) 

              Phone: Day:     ______________________ 

                           Night:  ______________________ 

 

 

 

HEALTH INSURANCE INFORMATION 

 

Insurance Company:   ____________________________ 

Named Insured:            ____________________________ 

Policy/Group #:            ____________________________ 

Claim phone #:             ____________________________ 

 

 

MEDICATIONS AND HEALTH INFORMATION 

Medication which my child will have with her/him, and when/how 

often should it be taken, and in what amount: 

              ________________________________________________ 

              ________________________________________________ 

 

Other medication which child currently takes:  

              ________________________________________ 

 

Please note any medical problems/conditions which medical provid-

ers would need when treating the child:

              ________________________________________________ 

              ________________________________________________ 

 


