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Santa Clarita 

United Methodist Church
ANNUAL MEDICAL RELEASE

All adults who participate in Church outings must have 

this form on file in the church office.  

It must be signed and dated.

MEDICAL AUTHORIZATION

The undersigned, (name of adult), _____________________, hereby authorize X-ray examination, anesthetic, medical or surgical diagnosis or treatment and hospital or dental care which is deemed advisable by, and is to be rendered to said adult under the general supervision of any physician and surgeon or dentist licensed under the provisions of the California Medicine Practice Act or Dental Practice Act, or similar laws of other States, or on the Medical Staff of a Hospital, whether such diagnosis or treatment is rendered at the office of a physician or dentist or at a hospital. 

This authorization shall remain effective from June 1, 2015 - June 30, 2016.
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(Signature) 

Personal Information:
Name
______________________________________
Birth date 
__________________

Spouse's Name ​​​​​​​​​​​​
_______________________________
Email 
_____________________

Address 
_____________________________________
___________
Zip 
_____________

Phone #s Home 
_____________________________
Cell
_____________________

Emergency Contact 
_______________________
Phone 
____________________

Medical Information:

Medical Insurance Co. 
_________________________
Acct. #
____________________

Family Physician 
______________________________
Phone #
___________________

Address 
_____________________________________

In the event of an emergency, every effort will be made to contact the spouse (if there is one) before service is rendered aside from first aid. 

It's important that this information be accurate so proper care may be given to each adult.  Should at any time any of this information change or become obsolete, please fill out a new form. 

[image: image4.wmf] 


Questionnaire

Often times when taking youth on trips, especially 

over nights, it is helpful for counselors to have more 

detailed information.  

Please take a moment to fill out the following.

Check the following health concerns to which you are subject:

__ Asthma
__ Bloody Nose
__ Bronchitis
__ Constipation

__ Convulsions
__ Ear Trouble
__ Fainting Spells
__ Hay Fever

__ Headaches
__ Poor Appetite
__ Poor Digestion
__ Poor Hearing

__ Sinus Problems
__ Sleep Walking
__ Sore Throats


__ Wears Contacts

Are you:  ___ No Red Meat  ___ A Vegetarian  ___ Lactose Intolerant?

List ant other dietary needs. __________________________________________

List any allergies. ___________________________________________________

List any restrictions. _________________________________________________

List any regular medications. __________________________________________

Date of last Tetanus shot: ___________________

Do you carry a medical card with you?    Yes   No   

Who is allowed to pick youth up? _____________________________________

__________________________________________________________________________________________________________________________________

Did we forget anything? _____________________________________________

Thank you!

SANTA CLARITA UNITED METHODIST CHURCH

PRIVATELY OWNED VEHICLE AND DRIVER STATEMENTS

(I/We) understand that, by California law, the insurance on the volunteer’s vehicle is primary.  In situations where a volunteer’s vehicle is used for church activities, it is required that the owner of the vehicle carries minimum liability limits of $100,000 bodily injury per person; $300,000 bodily injury per accident; and $100,000 property damage.  (I/We) also understand that the physical damage coverage of the church does not pay for any damage to the private vehicle used for church activities.

Signature _________________________         Signature _________________________

VEHICLE STATEMENT

Owner(s) of Vehicle to be used:

NAME: ​​​​​_______________________________   DRIVER’S LIC. #_____________________

NAME: ​​​​​_______________________________   DRIVER’S LIC. #_____________________

STREET ADDRESS: _________________________________________________________

CITY/ZIP: ________________________________________________________________

TELEPHONE: _______________________ CELL PHONE(S): _________________________

I maintain minimum automobile liability coverage as required by the State of California.

My insurance is with: _______________________________________________

Insurance Company/Agent: __________________________________________

Policy # ______________________________________

Liability Insurance Coverage: $__________   $___________    $__________





   (Each Person)    (Each Accident)  (Property Damage)

(If more than one vehicle might be used, please list both vehicles)

Make of Vehicle __________ Year _____ Lic. Plate # _________ # of Passenger Seats. ____

Make of Vehicle __________ Year _____ Lic. Plate # _________ # of Passenger Seats. ____

We will also need to copy your insurance card.

PLEASE UPDATE FOR OUR 2015-2016 RECORDS!
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