Westwood Presbyterian Church

Medical Authorization Form

Authorization Form for Middle School and High School Youth

To Participate in Church Activities and Receive Emergency Medical Care

(Revised March 23, 2001)
I hereby grant authorization for my child ________________________, to participate in youth activities sponsored by First Presbyterian Church until a written withdrawal of such authorization is delivered to the Elder in charge of youth activities or the Pastor or Associate Pastor.

I hereby grant authorization for my child to leave the church premises under the supervision of volunteer youth leaders or church staff.

I hereby grant authorization for any adult leader of the youth group or church staff to take whatever steps may be necessary to obtain such emergency medical cares as may be deemed warranted.  As soon as reasonable under the circumstances existing at the time, a youth leader or church staff person will take the following steps:

1. Attempt to contact parent or guardian listed below.

2. Attempt to contact alternate person listed below.

3. Attempt to contact child’s physician listed below.

If the designated parent or guardian, alternate contact person, or physician cannot be contacted after making a reasonable effort to do so under circumstances existing at the time, a youth leader or church staff person is authorized to do one of the following, if such is deemed warranted by injuries or suspected injuries:

1. Call an ambulance.

2. Have the child taken to the emergency hospital by one of the Westwood Presbyterian Church youth leaders, church staff, or other responsible person designated by any youth leader or church staff.

3. Allow on-site emergency medical aid to be administered by a licensed physician or emergency medical personnel serving the area where the aid is to be administered.  Any expenses incurred in reasonable compliance with conditions set out above will be borne by the child’s family.

  Primary Contact Person: ___________________________________________________

                Phone Number: _________________________________ (home)

                                          _________________________________ (work)

Alternate Contact Person: ___________________________________________________

                Phone Number: _________________________________ (home)

                                          _________________________________ (work)

Physician’s Name: ___________________________________________________

     Phone Number: _________________________________ (home)

                               _________________________________ (work)

Westwood Presbyterian Church 

Medical Authorization Form

Medical Insurance Company: __________________________________________

Address 1: _________________________________________________________

Address 2: _________________________________________________________

City, State, Zip: _____________________________________________________

Policy Number: _____________________________________________________

Employee Name: ____________________________________________________

Address 1: _________________________________________________________

Address 2: _________________________________________________________

City, State, Zip: _____________________________________________________

Medication Regularly Taken:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List Previous Surgeries:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List Allergies:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Circle if the child has had a history with any of these medical problems:

( Hay Fever




( Cancer


( Ulcers

( Convulsion




( Kidney Problem

( Fainting

( Lung Problems/ Asthma


( Bee Sting


( Heart Disease

( Allergies (e.g. sulfa drugs, penicillin, etc.)
( Blood Pressure Problem
( Diabetes

Please list below any other information regarding your child that should be known by the youth leader, church staff, member, or physician:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please indicate month and year of most recent immunization or booster shot, as best you can:

____/____ Tetanus

____/____ Red Measles (Rubeola)
____/____ Oral Polio
____/___ DPT Series 


____/____ Mumps

____/____ German Measles (Rubella)
____/____ Tuberculin Test  

___________________________________________________
       __________________

Parent or guardian’s signature 




       Date

___________________________________________________

Parent or guardian’s printed name

