�











Name _________________________________________________________________


Address ______________________________________   Phone __________________


City __________________   State ____   Zip_______   DOB __________   Male/Female


School Attending __________________________________   City _________________


Parent Name ___________________________________   Work Phone _____________


Parent Name ___________________________________   Work Phone _____________


In an Emergency, Notify ______________________________    Phone _____________


Other Guardian _____________________________________    Phone _____________


Family Physician ____________________________________    Phone _____________ 


Family Dentist ______________________________________    Phone _____________


Hospital Insurance [  ] yes   [  ] no  Policy Number: _____________________________


Name of Insurance Company _______________________________________________


List date of last immunization:  DPT _______________   MMR________________


				  Tetanus Only ___________   Polio ________________


Check if Youth has had:  Whooping Cough �symbol 163 \f "Wingdings 2" \s 12.5�£�     Chicken Pox �symbol 163 \f "Wingdings 2" \s 12.5�£�    Measles �symbol 163 \f "Wingdings 2" \s 12.5�£�     Mumps �symbol 163 \f "Wingdings 2" \s 12.5�£�


					Other _______________


Allergies: Foods - _________________________________________________________


	   Insects/Bites - ____________________________________________________


Previous Serious Illness _____________________________________   Date _________


Current Medications _______________________________________________________


Drugs __________________________________________________________________


Special Diet _____________________________________________________________











TO WHOM IT MAY CONCERN:





IN THE EVENT OF AN EMERGENCY, I AUTHORIZE THE ADMINISTRATION OF 





WORD OF VICTORY OUTREACH CENTER TO TAKE WHATEVER STEPS 





NECESSARY TO OBTAIN EMERGENCY MEDICAL CARE FOR MY CHILD,





_______________________________________________(CHILD’S NAME).





I AUTHORIZE AREA HOSPITALS TO GIVE MY CHILD EMERGENCY MEDICAL





CARE AND RELEASE THE PHYSICIAN ON DUTY TO TREAT MY CHILD.





I ALSO GIVE PERMISSION FOR MY CHILD TO PARTICIPATE IN ALL 





ACTIVITIES, INCLUDING SPORTS, FIELD TRIPS, MISSION TRIPS, SUMMER





CAMPS, EVANGELISTIC OUTREACHES, AND SPONSORED TRIPS AWAY FROM 





THE CHURCH PREMISES. I ABSOLVE WORD OF VICTORY OUTREACH 





CENTER FROM LIABILITY TO US OR MY CHILD BECAUSE OF INJURY AT 





CHURCH OR DURING ANY CHURCH ACTIVITY.





BOTH SIGNATURES OF  PARENTS  OR GUARDIANS:





 SIGNATURE #1__________________________                 DATE_______________________





									  


SIGNATURE #2__________________________	         DATE_______________________











NOTARY________________________________	         DATE_________





Ground Zero Youth Ministries at


Word of Victory Outreach Center


1200 W. College St.  P. O. Box 308 Canton, TX 75103


(903) 567-2072


2007 Medical Consent & Release Form 











