Childcare Medical Information/Release
Living Hope: The Church In The Field

Couples’ Night Out

Name of Child:  



       Parent/Guardian:     ______                             ______                 


Parent/Guardian Address/Phone: ____________________________________________________


Emergency Contact Name/Phone: ___________________________________________________


Family Physician’s Name _________________________________   Phone __________________

Name of Primary Insurance Policy________________________________________________________

Policy #  ___                                                _                                                                          ______        ___

Date of Tetanus Shot______________________    Child allergic to Tetanus Booster?  Yes_____  No_____

Is Child on any daily medications?           Yes                         No _           _

If “yes” name medication and dosage:  _______________________________________________ 


Has Child had:


Chicken pox


Yes___  No___

Fainting spells


Yes___  No___

Asthma


Yes___  No___

Heart Trouble


Yes__    No___
         

Seizures


Yes___  No___
 
Diabetes


Yes___  No___   

Up to date on required shots
Yes___  No___

Chronic medical problems or any important information regarding child __________________________ _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I hereby release and discharge, on behalf of myself, my heirs, executors, personal representatives, and assigns, Living Hope: The Church In The Field, its staff, volunteers, and successors and assigns, from any and all actions, causes of action, claims, damages, demands, injuries and liabilities of any nature whatsoever, arising out of or in any way connected with the Couples’ Night Out childcare service or any other childcare service I elect to receive from Living Hope. I authorize medical examination and treatment of my above-named child as may be deemed advisable by the volunteer childcare staff in attendance. If I cannot be reached, I authorize the attending medical personnel to act as medical judgment may dictate. I also agree to assume financial responsibility for the care of my above-named minor child.






____









Signature of Parent or Guardian
Date
PLEASE NOTE


Childcare Volunteers


Will NOT administer


ANY MEDICATION








