Permission Slip and Authorization
For Participation & Emergency Medical Treatment

I, ____________________________, am the parent/guardian of ____________________________.
I grant permission for my child(ren) to participate in First UU’s Youth Group adult-supervised activities: 


Today’s Date: ____/______/_____ to 08 / 01 / 15 

I hereby release the First Unitarian Universalist Church of Indiana, PA (FUCCI) from and for any and all liability which may arise from damages, loss or injuries, either to person or property, which my child(ren) may sustain while engaging in Youth Group activities conducted. I further agree to assume responsibility for any liability, which may arise from damage to property caused or contributed to by my child(ren).

Should any injury occur, I grant permission for my child(ren) to receive treatment from an appropriate healthcare provider to be selected by the adult supervisor of the activities, when in such supervisor’s opinion the need for such treatment is immediate, and when efforts to contact me/us are unsuccessful.  I also agree to pay and be responsible for all medical, hospital or other expenses which FUUCI and/or any and all adult supervisors may incur as a result of securing such treatment.

Signature ___________________________________ 	Date ________________________









Personal Information for Emergency Purposes:
1. Child’s Name: ______________________________________
Child’s Physician______________________________ Phone (_______) __________________
Health Insurance Provider and Identification Number:
__________________________________________
__________________________________________
Child’s Allergies ________________________________________________________________
Medication Child is currently taking _________________________________________________
Other information adult supervisor needs to know to care for your child (emotional, behavioral, physical, etc); please explain:



2. Child’s Name: ______________________________________
Child’s Physician______________________________ Phone (_______) __________________
Health Insurance Provider and Identification Number:
[bookmark: _GoBack]__________________________________________
__________________________________________
Child’s Allergies ________________________________________________________________
Medication Child is currently taking _________________________________________________
Other information adult supervisor needs to know to care for your child (emotional, behavioral, physical, etc); please explain:

Emergency Contact Information:
Parent/Guardian(s) ______________________________________
Home Address ________________________________________________________________
Home Phone (_______)_______________________ Cell Phone (______) _________________
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