First United Church of Christ
248 Harding Way West 
Galion, Ohio 44833
PERMISSION FORM
AND
EMERGENCY TRANSPORTATION AUTHORIZATION

Child’s Name _______________________________________________________________
                           (First)                       (Middle)                      (Last)

Birthdate ______________________ Telephone Number  ___________________________
                                                    Cell phone #         ___________________________

Street _________________________ City, State, Zip   _____________________________

Mother’s Name _____________________ Father’s Name ___________________________


I give permission for my child ___________________________ to go with First United Church of Christ to _________________________________on this date ________.
                                             (name activity)
I give the leaders in charge of First United Church of Christ permission to 

transport my child ___________________________ to the nearest hospital for emergency 
                                 (child’s name)
medical care or to the nearest dentist or dental clinic for emergency dental care.  


________________         __________________________________________________
    Date                                          Signature of Parent or Guardian
  
                                                                                             
                                                                                              
                                                                                              
                                                                                              
                                                                                              
                                                                                              
                                                                                              
                                                                                              
                                                                                              
First United Church of Christ
                                     248 Harding Way West Galion, Ohio 44833  
EMERGENCY MEDICAL AUTHORIZATION FORM


Child’s Name _______________________________________________________________
                           (First)                       (Middle)                      (Last)
Birthdate ______________________ Telephone Number  ___________________________
                                                    
Street _________________________ City, State, Zip   _____________________________

INSTRUCTIONS TO MOTHER/FATHER:  You are to complete either Part I of Part II of this form.  
PURPOSE: To enable parents to authorize the provision of emergency treatment for children who become ill or injured while under church authority, when parents cannot be reached.

PART I  -  TO GRANT CONSENT TO TREAT

In the event reasonable attempts to contact me at _______________________ (phone Number), or 
cell # ______________or ______________________________ (alternate person & phone #) have been unsuccessful, I hereby give my consent for: (1) the administration of any treatment deemed necessary by Dr. ________________Phone_____________ (preferred physician) or Dr. ________________Phone___________ (preferred dentist), or, in the event the designated preferred practitioner is not available, by another licensed physician or dentist: and (2) the transfer of the child to ________________________ (preferred hospital) or any hospital reasonably accessible.  

This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentist, concurring in the necessity for such surgery, are obtained prior to the performance of such surgery.  

Facts concerning the child’s medical history including allergies, medications being taken, and any physical impairments to which a physician should be alerted: 




______________         __________________________________________________________
    (Date)                        ( Signature of Parent or Guardian)
                                   Parent Address ___________________________________________
                                   Phone # ______________________   Cell phone # ______________

               DO NOT COMPLETE PART II IF YOU COMPLETED PART I
				PART II – REFUSAL TO CONSENT

I do not give consent for emergency medical treatment of my child.  In the event of illness or injury requiring emergency treatment, I wish the church authorities to take no action or to: 




______________       ____________________________________________________________
   (Date)                         (Signature of Parent or Guardian)
		          Parent Address __________________________________________
                                     Phone # _____________________ Cell phone #________________                                                


1

