Central Church of the Nazarene
Student Application &
Parent Consent to Treat a Minor Form

September 2012-September 2013


Student Name:  

Being the parent or legal guardian of                                                                                (minor’s name printed) 
I 					(parent/guardian’s name printed) do consent to any x-ray, anesthetic, medical, surgical, or dental diagnosis or treatment that may be deemed necessary for my minor child. Further, I understand that all efforts will be made to contact me prior to treatment. In the event I cannot be reached in an emergency, I give permission to the activity leader to make the decisions necessary for treatment. Should there be no activity leader available, I give permission to the attending physician to treat my minor child. I further understand that the doctors, dentists and other providers attending to my child will take all reasonable safety precautions during their care.

Further, as parent or legal guardian I am responsible for the health care decisions for my minor child and agree that my insurance plan is the primary plan to pay for the dental, medical, or hospital care or treatment that is given to my child. Any policy of the church or organization sponsoring the event will be used as secondary coverage.

Minor’s date of birth:

Parent/Guardian Signature:							Date:

Address:

Home Phone:						     Cell Phone:


Grade:		School:						T-Shirt Size (Adult S-XXL):

Extracurricular Activities:





PHOTO & VIDEO WAIVER

I understand that my student’s likeness may be photographed or videotaped by Central Church of the Nazarene in the course of church activities. I herby give consent for the church to use my student’s photos on likeness in promotional materials, publications, or on the internet. 

I Grant Permission /  I Deny Permission

 Signature:				      					      Date:
CONFIDENTIAL MEDICAL QUESTIONNAIRE

Student’s Full Name:							           Birth Date:

Address:

City:							State:			Zip Code:

Home Phone:					Cell Phone:			

Work Phone (mother):					Work Phone (father):

Doctor’s Name:						Phone:

Medical Insurance Company:

Individual #:						Group #:

Please answer all of the following questions and give any other pertinent medical information:

Is your student presently under treatment for any medical problems?

Do they take any medication routinely?   Yes / No    If yes, list medication and dosage schedule




Has your student ever been unconscious, or had any head injuries?  (please explain)   Yes / No




Is your student allergic to any medication, certain types of food, or insect bites (bee stings)?    Yes / No


Have they ever had or do they presently have asthma, hay fever, hives, eczema, or seizures?     Yes / No

Do they have a history of diabetes/heart disease/rheumatic fever? 

Have they had any recent illness, skin rashes, or sore throats? (please explain)



Do they require any type of injection (allergy or other) on a regular basis? (please explain)



Date of student’s late tetanus shot: 		 /	


Parent or Guardian Signature:							Date: 
