Adult Medical Consent Form

	Name of Activity:

	Your Full Name (Last, First, Middle):

	Sex:
	Birthday:
	Age:

	Home Address:

	City:
	State:
	Zip Code:

	Day Phone:
	Evening Phone:

	Email Address:

	

	Emergency Contact:

	1. Name:
	Relationship to You:

	Street Address:

	City:
	State:
	Zip Code:

	Day Phone:
	Evening Phone:

	Email Address:

	2. Name:
	Relationship to You:

	Street Address:

	City:
	State:
	Zip Code:

	Day Phone:
	Evening Phone:

	Email Address:

	

	Do you have any of the following allergies?

	Penicillin
	[  ] YES 
[  ] NO

	Other Drugs (please list):
	[  ] YES
[  ] NO

	Insect Stings
	[  ] YES
[  ] NO

	Ivy Poisoning, etc.
	[  ] YES
[  ] NO

	Hay Fever
	[  ] YES
[  ] NO

	Others (please list):
	[  ] YES
[  ] NO


	Do you have any medical or health problems; any chronic or recurring illness; and / or any restrictions which would have an effect on your participation in this activity? If yes, describe the problem, illness or restriction:


	[  ] YES
[  ] NO

	What medications are you taking? List the names and dosages:

	Describe any dietary restrictions that you observe:

	Other health conditions / pertinent information:

	

	Who is your  Primary Physician and / or any other physician who should be consulted in the event of emergency or medical problems involving you:

	Primary Doctor’s Name:
	Medical Specialty:

	Address:
	Phone #:

	Other Doctor’s Name (if applicable) :
	Medical Specialty:

	Address:
	Phone #:

	


	Do you have medical or hospitalization insurance? If so, please indicate:

	[  ] YES
[  ] NO

	Name of Insurance Company:

	Address:
	Phone #:

	Name of Policy Holder:
	Policy Number:

	A copy of the medical or hospitalization insurance card must be attached to this form. The form and copy of the insurance card will be destroyed one year after the conclusion of the activity.


I understand that _ Andrews Chapel UMC______________________ does not carry medical and hospitalization insurance coverage. I understand that I am responsible for having personal medical and hospitalization insurance for my family.  

I further understand that, in the event that I require medical or dental treatment while engaged in the activity and I am unable to act on my own behalf, I hereby consent and give permission to the ministry's sponsor or any adult acting on behalf of the ministry with respect to the activity, to act as agent for me, to consent to any X-ray examination; injections; anesthesia; medical, dental or surgical diagnosis and treatment; and hospital care and treatment advised and supervised by a physician, surgeon, or dentist (as appropriate) licensed to practice under the laws of the state where the services are rendered, either as an outpatient or in any hospital. To the best of my knowledge, I have listed above all of my medical allergies, medications being taken, medical problems and other pertinent information. I am able to participate in all prescribed activities except as noted by me.

Signature _______________________________________________ Date ______________________________ 

Witness _________________________________________________ Date ________________________________
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