Medical and Information Form 2018-2019
Mt. Lebanon United Methodist Church

Name:________________________________________________________________________
                                                                            
Address:______________________________________________________________________

Home Phone:_______________ Cell Phone:_______________ Email:____________________

Parent(s) Name:________________________________________________________________

Address:______________________________________________________________________

Home Phone:_______________ Cell Phone:_______________ Email:____________________

Emergency Contact Other Than Parent:________________________ Relation:______________

Phone:________________________________________________________________________


Allergies:______________________________________________________________________

Medical Conditions: _____________________________________________________________

Medications:___________________________________________________________________

Does your youth need adult supervision for daily medications?___________________________


Insurance Company:_____________________________________________________________

Name on Card:_________________________________________________________________

Policy #:_________________________________Group #:______________________________

Prescription Drug Coverage Company:______________________________________________

Prescription Policy #:__________________________ Phone: ___________________________

Primary Care Physician:____________________________Phone:________________________

I give permission to the adult chaperones of Mt. Lebanon United Methodist Church to provide necessary and reasonable medical treatment to my child in my absence.


[bookmark: _GoBack](Parent/Guardian Signature)						(Date)
