First Irving

Medical Release Form
Personal Information

Full Name _________________________
Name you go by_________________

Sex M [  ] F [  ]   Date of Birth________
Place of Birth ___________________

Marital Status: Single [ ]
Married [ ]   Other _________________

Spouse’s Name _____________________
Number of Children __________


Home Address (including city and zip code) ______________________________

__________________________________________________________________

Home Phone #_____________________
Cell Phone #____________________

E-mail Address _________________________

Passport Number (If applicable) __________________________

Expiration Date ______________________
Issuing Location ________________

Emergency Contacts (at least two)

Name _____________________________
Relationship ____________________

Home Phone # ______________________
Work Phone # __________________

Address ___________________________________________________________

Name _____________________________
Relationship ___________________

Home Phone # ______________________
Work Phone # __________________

Address ___________________________________________________________

Medical and Insurance Information

Important medical history for treating physician: ___________________________

__________________________________________________________________

__________________________________________________________________


Medication currently being taken: _______________________________________

Allergies: _________________________________________________________

If this is an international trip, what is your blood type? ______________________

Please explain any medical challenges that could be an issue overseas? _________

__________________________________________________________________

__________________________________________________________________


Medical Insurance

Company: ____________________
Phone number of insurance co. __________

Policy Number: ________________
Name of policy holder: ________________

Expiration Date: _______________

	Authorization for Medical Care of Adult

I, ___________________ (Full name), born _______________________, do hereby authorize any necessary examination, anesthetic, dental, medical, or surgical diagnosis or treatment by any duly licensed physician or dentist and hospital facility that may be deemed necessary should I experience any illness or accident while traveling with the student ministry group from First Baptist Church of Irving, Texas, USA.  This release is effective from June 2018 through July 2018. 
________________________                            _____________________

Signature                                                            Date


	Authorization for Medical Care of Child (under 18 years of age)

_____________________                       __________________

Name of child (under the age of 18)                   Birth date

The above named child has my permission to attend and participate in this (see front page) short-term mission trip.  In case of a medical emergency, I give my permission to the medical providers selected by the team leader or their appointed person, to provide necessary medical examination, anesthetic, dental, medical, or surgical diagnosis or treatment by any duly licensed physician or dentist and hospital facility that may be deemed necessary should my child experience any illness or accident while traveling with the student ministry group from First Baptist Church of Irving, Texas, USA in case I cannot be reached. This release is effective from June 2018 through July 2018.
________________________                            _____________________

Signature of Parent or Guardian                          Date



