Grace Calvary Youth Group Permission To Participate

I, ____________________________ am the parent or legal guardian of

   _____________________________ who was born on ___/____/______. 

· I consent to my teen's participation in all youth group activities under the supervision of the youth pastor or his youth leadership team. 

· I understand that it is my obligation to inform the youth pastor of any and all health considerations or medical conditions that would restrict my teen's participation in any activities.

· I understand that there is a “Zero Tolerance Policy*” as a code of behavior and conduct for my teen to participate in youth group. *Please see the Youth Pastor if you need this explained.

Signature of Parent/Guardian

x_______________________________                                     Date:_________________

Please list phone numbers where you may be reached:

Email: _________________________

Home Address: ______________________________________________

Home: ( ______ ) _________ - ___________

Office: ( ______ ) _________ - ___________

Cell:     ( ______ ) _________ - ___________

Emergency contact if I cannot be reached:

Name: _____________________

Relation to child: ____________________

Phone number: ( _____ ) _________ - ___________

Can I contact your student outside of youth group (i.e. texting, email, or phone) YES____ NO___
Grace Calvary Youth Group Permission for Medical Attention


In the case of an actual medical emergency, if I cannot be contacted after reasonable attempts are made, I further consent to the examination and treatment of my child by a physician duly licensed to practice medicine or any health care professional duly licensed to provide health care services. 
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(Please       your response) 


______  I consent


______  I do not consent


          Please recognize that if you choose not to consent, you may be putting your   

    child's health at risk especially in a life-threatening situation.

Restrictions/Medications/Allergies/Other Medical Information:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

IMPORTANT: 

Health Care provider: ________________________________

Group Number: _____________________________________

Policy Number: _____________________________________

Insurance Provider's Phone Number: ( _____ ) _______ - ____________

If you do not have medical insurance please initial _____________ .

* Please provide a copy of your medical insurance card with this form *

