United Lutheran Church
628 W 5th St

Red Wing MN 55066

(651) 388-3583
Youth Permission Form
	Event Name
     
	Date / Time

     


In order for your child to participate in this event, this form must be completed, signed, and returned to United Lutheran Church before the event begins.
Permission for: (please print clearly)

	Student Name (First, Middle, Last)

     
	School Grade
     
	Birth Date (mm/dd/yyyy)
     

	Address 

     

	City / State / Zip

     
	Phone (with area code)

     

	Parent/Guardian Name

     

	Address (if different than student)

     
	Phone (with area code)
     

	City/State/Zip

     
	Work or Cell Phone (with area code)
     

	Emergency Contact 1:

     
	Phone

     

	Emergency Contact 2:

     
	Phone

     


I hereby give consent for my son/daughter to participate in the above activity/event. I understand he/she will be accompanied by mentors/chaperones from United Lutheran Church.  In consideration of the permission granted to my son/daughter by United Lutheran Church to participate in the activity/event indicated above, I hereby agree, to the fullest extent permitted by law, to hold harmless, defend, and indemnify United Lutheran Church from any and all claims, suits, demands, damages, losses, judgments, payments, awards, and expenses that may arise per this activity/event.
	Signature

     
	Date (mm/dd/yyyy)
     


Medical Information
If your child should require medical attention for injuries received or illnesses contracted prior to activity, please send necessary information along with this form, so that we may attend proper care.

	Current Medical Condition(s)
     
	Allergies (also include Food and/or allergies to medications)

     

	
	If Allergies, please indicate treatment necessary

     

	Vaccinations:

Tetanus, Date      

	

	Your primary clinic and hospital (Name / City / State)
     
	Name of Physician
     

	Phone (including area code)

     

	Your primary Dentist Office
     
	Name of Dentist
     

	Phone (including area code)

     

	Medical Insurance

     
	Policy / Group #

     

	Dental Insurance
     
	Policy / Group #
     


I understand that in the event of a medical emergency, every attempt will be made to contact the parent(s)/guardian. In the event you/they can not be reached, I hereby give permission to the physician, clinic, hospital, or dentist to secure medical treatment as deemed necessary by medical professionals.
	Signature

     
	Date

     



**When completing this form online for submission, I acknowledge that by typing my name in the signature box, I consent to the terms and conditions as stated.
1. Complete the form. Tab, to next field.


2. Save the changes. 


3. Email it back to: � HYPERLINK "mailto:khill@unitedlutheranchurch.com" ��khill@unitedlutheranchurch.com�













 ULC 08/2010


