FALLH ROCK

COMMUNITY CHUﬁHNQJ;'
Faith Rock Community Church Youth Group

PARENTAL PERMISSION AND MEDICAL AUTHORIZATION FORM

Participant Name: Birth date:

I give permission for my child (named above) to attend the beach trip with Faith Rock
Community Church Youth Group to, from and in Long Beach, Washington. I further give
permission for my child to be transported to and from the event by authorized drivers Christian
Hood, Joshua Hill and Whitney Hill.

I further agree not to hold Faith Rock Community Church Youth Group or any of its volunteers
responsible for any accident that may occur on the way to, from, or during the event. I will hold
harmless FRCCYG for all claims made and liabilities assessed against them as a result of any
event or activity. [ release FRCCYG and all medical providers from liability in acting on my
behalf in this regard and rendering such medical treatment in my absence. I assume the risk and
financial responsibility for any injury resulting from any event or activity.

Medical Release

All attempts will be made to contact parent or guardian first, but I hereby authorize the Youth
Group leaders, volunteers, hospitals, licensed medical or dental providers/ employees to have
access to the information contained in this form and to provide/seek all medical or dental care,

routine tests, treatment, and necessary transportation advisable for the health and safety of my
child.

Known Allergies:
Medical Insurance (if wanted) Insurance Company:
Member ID
Contact Info:

\ \

\ \

\ \
Activity Release

I further give permission for my child to participate in all activities provided by the Youth Group
and agree to everything stated above.

Print/sign/date




	Medical Insurance if wanted  Insurance Company: 
	Contact Info 1: 
	Contact Info 2: 
	Contact Info 3: 
	1: 
	2: 
	3: 
	undefined: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	undefined_5: 
	undefined_6: 
	Printsigndate 1: 
	Printsigndate 2: 
	undefined_7: 
	undefined_8: 
	undefined_9: 
	Member ID: 
	allergies: 
	Birth date: 
	name of kids: 


