MEDICAL CONSENT FORM / LIABILITY RELEASE AGREEMENT
Mount Zion Christian Church, Mount Zion, ILLINOIS
2012
 
Please complete the following information for your child. This form will become part of Mount Zion Christian Church's permanent file.  A minor might not be treated without this form. 
 
Name________________________________________________ Birth Date________________ Sex______ Grade_________ 
 
Address____________________________________________ City______________________ State________ Zip __________ 
 
Telephone (        ) _________________________________________________ 
 Emergency Information: 
Parent/Guardian 
____________________________________________________________________________________________________________ 
Phone (       ) ______________________________     Cell / Emergency Phone (      ) ________________________________ 
Alternate Contact ________________________________________________________________________________________ 
Phone (       ) ____________________       Cell / Emergency Phone (        ) _________________________________________  
If attempts to reach the above contacts are unsuccessful, please try to reach our pediatrician or physician: 
Name__________________________________________________ Phone (       )_____________________________________ 

HEALTH HISTORY: (Please circle) 
ALLERGIES       HAY FEVER       DRUG ALLERGIES____________________ 
ASTHMA       INSECT STINGS      OTHER_____________________________ 
 
MAJOR PROBLEMS: (Please circle) 
DIABETES        SEIZURE DISORDER       CHRONIC ASTHMA       EPILEPSY 
CARDIAC        NERVOUS DISORDER      PHYSICAL HANDICAP      MENTAL HANDICAP 
EMOTIONAL HANDICAP      OTHER____________________________ 
 
If you have checked any of the above, please give specific details: _______________________________________________ 
____________________________________________________________________________________________________________              
Activity Restrictions (swim, etc.) _____________________________________________________________________________  
Date of last Tetanus Shot: _________________________________________________________________________________ 
 
INSURANCE INFORMATION:  POLICY HOLDER:                                                                 
NAME OF INSURANCE COMPANY: __________________________________        POLICY # _______________________  
 Should your child require medical treatment while participating in a church sponsored event, your own 
family medical insurance will be the primary carrier and will be billed first; the church's insurance will be the 
secondary carrier for the submission of remaining medical costs.  This does not guarantee that all remaining costs 
will be covered by the church's insurance.  You do not have to have personal medical insurance for your child to 
participate in church activities. 
 This health history is correct, so far as I know, and the person herein described has permission to engage in 
all church activities except as noted.  I understand that all activities and life in general, pose certain risks, both 
ordinary and extraordinary, including but not limited to transportation, horseplay, weather, and physical exertion.  
In consideration of the Church allowing my child to participate in activities, I, for myself, assigns, heirs, and next of 
kin (herein "Releasors"), release, waive, discharge from all liability to the Releasors, and covenant not to sue the 
Church and its officers, employees, and agents (herein the "Releasees"), on account of injury, death, and/or injury to 
the property of my child, unless the Releasees are found guilty of extreme negligence, while my child is participating 
in church activities. 
 In the event I cannot be reached in an emergency during any church activity, I hereby give my permission 
to the physician or dentist selected by Mount Zion Christian Church, to hospitalize, to secure proper treatment, 
and/or to order an injection, anesthesia, or surgery for my child as deemed necessary. 
 I also authorize Mount Zion Christian Church sponsors to administer medical aid as required for illness or 
injury under a physician's orders. 
   I have fully read and understand this Medical Consent/Liability Release Agreement, and sign it voluntarily. 
 
Signature of Parent / Guardian: _____________________________________________________________________  
 
Date: _______________________________________________________ 
