Release Of Liability
Permission And Medical Release

I hereby give permission for my son/daughter, _______________________________________, to accompany and participate in all events and activities with Lakeside Baptist Student Ministry of 1291 Old Kaufman Road, Canton, Texas 75103 and agree on behalf of the above minor to all the terms and conditions of this agreement. I hereby certify that my child is physically able to engage in and participate in the actitivies planned. In the event of accident or injury to the above minor, I give my permission to Lakeside Baptist Church or to the employees, representatives or agents of Lakeside Baptist Church to arrange for all necessary medical treatment for which I shall be financially responsible. I understand that my family insurance is primary and that no other insurance is provided. This temporary authority will begin on January 1st, 2012 and will remain in effect until terminated in writing by the undersigned or until December 31st, 2012, whichever occurs first. Lakeside Baptist Church has the following powers:
a. The power to seek apppropriate medical treament or attention on behalf of my child as may be required by the circumstances, including without limitation, that of a licensed medical physician and/or a hospital;
b. The power to authorize medical treatment or medical procedures in emergency situation;
c. The power to make appropriate decisions regarding clothing, bodily nourishment and shelter.
I agree to pay in full for my child to be returned home for any behavior deemed necessary by the staff of Lakeside Baptist Church and this will be entirely at their discrection. By signing this Release of Liability, I represent that I have legal authority over and custody of __________________________________________________________________________________.
I HAVE READ THIS DOCUMENT AND UNDERSTAND IT. I FURTHER UNDERSTAND THAT BY SIGNING THIS RELEASE, I VOLUNTARILY SURRENDER CERTAIN LEGAL RIGHTS. 

In case of an emergency, please call:
Name: _____________________________________ Relationship: _______________________________
Day Phone:_________________________________ Evening Phone:______________________________
Name: _____________________________________ Relationship: _______________________________
Day Phone:_________________________________ Evening Phone:______________________________

Signature:_____________________________________________ Date: __________________________
Name: _______________________________________________________________________________
(please print)
Address: _____________________________________________________________________________
_____________________________________________________________________________________
(over)
LAKESIDE BAPTIST CHURCH – Student Ministries
1291 Old Kaufman Road Canton, TX 75013 – 903.567.4787
Medical Permission Form

Student Name __________________________________________________________ Date__________
Address ________________________________________ City _______________   Phone ____________
Age _____    Birth Date _________    Grade Completed ______      Sex (circle):        Male         Female
School Attended _______________________________________________________________________
Father ________________________     Work Phone _________________   Cell ____________________
Mother_______________________      Work Phone _________________   Cell ____________________
Guardian ________________________     Work Phone _________________   Cell __________________
In the case of an emergency and a parent/guardian cannot be reached, please contact:
Name_________________________   Phone _______________________   Relation ________________

Required Emergency Medical Information:
Family Physician ____________________________________________  Office Phone _______________
Family Dentist ______________________________________________   Office Phone ______________
Hospital Insurance (circle):   YES   NO    Policy Number ________________________________________
Primary Insured ___________________________ Name of Insurance Company ___________________
Insurance Company Phone Numbers ______________________________________________________
* *Please attach a copy of the FRONT and BACK of your insurance card to be turned in with this form.

IF YOUR CHILD IS NOT IN PUBLIC OR PRIVATE SCHOOL, PLEASE PROVIDE THE FOLLOWING:
List date of last immunization:   DPT ________  MMR ________  Tetanus Only _______  Polio ________
Check if Child has had: Chicken Pox ______  Measles ______  Mumps ______  Whooping Cough ______

Daily Medication Requirements:
Medicine ___________________________ Prescribed Dosage ____________________ Time ________
Medicine ___________________________ Prescribed Dosage ____________________ Time ________
Medicine ___________________________ Prescribed Dosage ____________________ Time ________
ALLERGIES: ___________________________________________________________________________
If there is any other important medical information please write so on a separate
 piece of paper and attach to this sheet.

Please Initial One:
I (we) hereby DO ________ or DO NOT _______ consent to the use of blood and/or blood products under the care of a licensed physician in the case of emergency.
