Child’s First and Last Name: ___________________________________________ Grade: ____________ 
Saint Luke United Methodist Church
Summit Medical Release Form


Child’s Name: ________________________________________________ Date of Birth: ____/_____/_______
	                  Last			First		 	    Mid. Init.
Primary Address: _______________________________________________________
				(Number, Street, City, State, Zip Code)
Parent/Guardian #1: __________________________________________ Relationship to child: ____________
		                Last	                       First		       Mid. Init.
Address: _______________________________________________________________
				(Number, Street, City, State, Zip Code)
Home Phone Number: ___________________ Cell Phone Number: _____________________
Primary Email Address: ___________________________________________________
Parent/Guardian #2: __________________________________________ Relationship to Child: ____________
		           Last	                       First		       Mid. Init.
Address: _______________________________________________________________
				(Number, Street, City, State, Zip Code)
Home Phone Number: ___________________ Cell Phone Number: _____________________
Primary Email Address: ___________________________________________________
Alternate contact in case of emergency: (this person will be called when the above parent(s)/guardian(s) cannot be reached)
Name: ________________________________________ Relationship to Child: ___________________
Address: ____________________________________________________________________________
				(Number, Street, City, State, Zip Code)
Home Phone: _______________________________   Cell Phone: ______________________________



PLEASE CONTINUE TO THE BACK OF THIS PAGE
Insurance:
Provider: _________________________________________ Phone Number: ______________________________
Policy Number: ___________________________________ Policy Holder’s ID #: ___________________________
Medical Information:
Date of Last Tetanus Shot: _____________________________
Physician: ______________________________________ Phone Number: _________________________________
Address: _________________________________________________________________
(Number, Street, City, State, Zip Code)

Dentist: __________________________________________ Phone Number: ________________________________
Address: _________________________________________________________________
(Number, Street, City, State, Zip Code)

	Please list any allergies your child may have:



	Please list any special health problems/concerns:





I understand that by my child participating in the Summit program at Saint Luke, I will be placed in a snack rotation and that I will help lead the Summit group at least three times during the year.

Parent Signature: ____________________________	Date Signed: ____________________________

*Please attach a copy of the front and back of your child’s insurance card.
