Brookfield Christian Reformed Church 
YOUTH GROUP

RELEASE FORM 2011-2012
Participant's Name _________________________________________________________
Street Address _____________________________________________________________
City _______________________ Zip ____________
School and Grade in Fall 2011___________________________        Date of Birth _______________

I recognize that the Brookfield Christian Reformed Church uses photographs and video images of events in our publicity materials such as the church website, newspapers, and newsletters and I hereby grant permission for photo/video images of my child to be taken and used for such purposes.
My child may be given acetaminophen, ibuprofen, or Sudafed by the leaders as needed.   __Yes __No
I authorize the treatment, by a qualified and licensed medical doctor, of the minor listed above in the event of any medical emergency which, in the opinion of the attending physician, is necessary and I/we cannot be reached after reasonable effort has been made to secure my personal consent. Any medical expenses are the responsibility of the participant and their insurance carrier. 
I agree not to hold Brookfield Christian Reformed Church, its leaders, employees and volunteer staff liable for damages, losses, diseases, or injuries incurred during participation of youth group activities.


Signed: _________________________________________ Date: ____________________________
                          (parent or legal guardian)
Home Ph#: (____)______________Work Ph#: (____)_____________Cell Ph#: (____)____________
Family Church _________________________________

Parent E-mail _____________________________ Participant E-mail__________________________

Emergency Contacts:
Name: ___________________________________Relationship to Participant ___________________
Day Phone (_____)_____________________        Night Phone (_____)________________________

Medical Insurance Co. ___________________________________  Phone (____)_______________
Policy #: ___________________________________
Primary Care Physician: ___________________________________Phone (_____)______________
Special Medical Conditions--Allergies, medications, chronic illness, or other conditions: ____________________________________________________________________________________________________________________________________________________________________
Date of Last Tetanus shot: ___________________________________
Any other information (special needs, concerns): __________________________________________

