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St. Johns United Methodist Church
515 South McDuffie Street, Anderson S.C
(864) 224-6563 www.stjohnsanderson.org 
PERMISSION FORM FOR EMERGENCY MEDICAL TREATMENT

Will be used for the 2010-2011 School Year
Please print neatly.

Child’s Full Legal Name: _______________________________________________________________________________
Child’s Social Security Number:
________________________________  Birthdate:______________________________
Address:______________________________________________________________________________________________

Home Phone Number:________________________________________
Name of Parents or Legal Guardians:_____________________________________________________________________
Address (if different than child): _________________________________________________________________________
Home Phone Number (if different than child):__________________________________________
Cell phone #: ___________________Work Phone #: ____________________ Email address:                                        .
Emergency contact information

Please give the names of 2 people other than yourself who may be contacted in the event of an emergency.

Name:________________________________________________________________________________________________
Phone Number:
 ________________________________
Relationship to child: ________________________________

Name: _______________________________________________________________________________________________
Phone Number:
 _______________________________
Relationship to child: ________________________________
Insurance Information
Insurance Company: ________________________________
Policy Number: ______________________________
Address: _____________________________________________________________________________________________
Name of Parent/ Guardian Employer: ____________________________________________________________________
Medical/ Allergy Information
Allergies: _____________________________________________________________________________________________
Any medication being taken: ____________________________________________________________________________
Does an adult have to monitor the medication: ______ yes    ______ no   

(If yes, attach a dosing schedule & instructions)



Any other significant information: ________________________________________________________________________
I give my consent for the youth group counselors and/or qualified medical personnel to act on my behalf in securing and administering necessary medical care and treatment for my child

Parent/ Guardian Signature: _______________________________________________
Date: _________________
(see back for additional information)

