Providence Presbyterian Church

2200 Krammes Road, Milford Township, PA

(215) 536-2881

MEDICAL RELEASE FORM

Date:       
Name:       
Date of Birth:       
Address:       
Home Phone:       
City:       
State:       
Zip:       
Emergency Contact Numbers:
Name
Relationship
Home Number
Work Number
Mobile Number 

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
To Whom It May Concern:

I(We) authorize an adult, in whose care the minor has been entrusted, to consent to any X-ray examination, anesthetic, medical, surgical or dental diagnosis or treatment and hospital care, to be rendered to the minor under the general or special supervision and on the advice 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 said hospital.

The undersigned shall be liable and agrees to pay all costs and expenses incurred in connection with such medical and dental services rendered to the aforementioned child pursuant to this authorization.

I(We) understand that should emergency medical treatment become necessary, Providence Presbyterian Church will make every effort to inform me(us) of this fact as soon as possible.


___________
__________________________________________

Date
Parent or Guardian Signature

A copy of your child’s insurance card will help to ensure prompt medical attention if necessary.

Please list any allergies of special medical problems your child may have on the reverse side.

Thank You!

Medical Conditions:







Allergies to medications:







Insurance Information:   Attach photocopy of insurance card (optional)

Insurance Carrier:       

Insurance Policy Number:       


