ADULT
PARTICIPATION & MEDICAL RELEASE FORM

Jackson Memorial Baptist Church

4316 Bruce Road, Chesapeake, VA  23321
757(484(5568  (office)     /     757(484(5804  (fax)
Email:  office@jacksonmemorial.org


GENERAL INFORMATION

Name
_____________________________________________
Age
_______
DOB
____________________

Address
______________________________________________________________
Phone
____________________

City
_____________________________________________
State
_______
Zip
____________________

EMERGENCY CONTACT INFORMATION

Name
_____________________________________________
Relationship
___________________________

Phone
__________________________________________  hm
_____________________________________  cell

INSURANCE AND MEDICAL INFORMATION

Insurance
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
Attach a copy of the front & back of insurance card to this form.
Insurance Company
_________________________________________________________________________________

Address of Company
_________________________________________________________________________________

Company Phone Number
_________________________________________________________________________________

Policy Number
_________________________________________________________________________________

Family Physician
_________________________________________________
Phone
____________________

Special Needs / Medications
_________________________________________________________________________________
Allergies
_________________________________________________________________________________

Medical History
 FORMCHECKBOX 
  Arthritis
 FORMCHECKBOX 
  Asthma / COPD
 FORMCHECKBOX 
  Back Problems
 FORMCHECKBOX 
  Bronchitis

 FORMCHECKBOX 
  Cancer
 FORMCHECKBOX 
  Diabetes
 FORMCHECKBOX 
  Digestive Problems
 FORMCHECKBOX 
  Dizziness

 FORMCHECKBOX 
  Hay Fever
 FORMCHECKBOX 
  Heart Trouble
 FORMCHECKBOX 
  High Blood Pressure
 FORMCHECKBOX 
  Indigestion / Reflux

 FORMCHECKBOX 
  Kidney Trouble
 FORMCHECKBOX 
  Panic / Anxiety
 FORMCHECKBOX 
  Measles
 FORMCHECKBOX 
  Migraines

 FORMCHECKBOX 
  Mumps
 FORMCHECKBOX 
  Seizures
 FORMCHECKBOX 
  Shingles
 FORMCHECKBOX 
  Sinusitis

 FORMCHECKBOX 
  Tetanus
 FORMCHECKBOX 
  Ulcers
 FORMCHECKBOX 
  Whooping Cough

 FORMCHECKBOX 
  Other  ________________________________________________________________________
Previous operations
__________________________________________________________________________

__________________________________________________________________________
TO WHOM IT MAY CONCERN
I, ________________________________________ , authorize any adult leader and/or church official from Jackson Memorial Baptist Church to obtain any medical treatment deemed necessary in the event that it is needed. I also verify that the information given is correct and hereby release and forever discharge all sponsors, Jackson Memorial Baptist Church, its employees and members from any and all liability, claims, demands, actions or cause, past, present or future arising out of any damage or injury while traveling to, participating in and returning from events/activities of Jackson Memorial Baptist Church. I acknowledge and understand that I am responsible for the cost of any medical care should that cost not be covered or reimbursed by my health insurance providers(s). I understand that this participation/medical release form is valid from June 2011 to June 2012.
___________________________________
___________________________________
______________________

Print Name
Signature
Date
I also grant permission to be photographed and/or videotaped while participating in events/activities/trips planned, organized, or coordinated by Jackson Memorial Baptist Church, 4316 Bruce Road, Chesapeake, VA  23321. Furthermore, I also give permission for the photos and/or video to be utilized in materials (including the church website) for promotional purposes. I also agree to hold harmless the above named parties for any loss or injuries arising from the process of acquiring the media or from its use.
________________________________________________________________
___________________________

Signature
Date

NOTARY INFORMATION
On this   ___________   day of   _____________________________________________________ ,   _______________ .
___________________________________________  personally appeared before me, and in my presence executed the within and foregoing participation and medical release form.

My commission expires   ____________________ 
My registration number is   ______________________________

Signature of Notary Public   ___________________________________________________________________________

Notary Stamp:






