Medical Release Form

For all missioners over 18 years of Age

Crossroads United Methodist Church
Winter  Mission Trip

Missioner Name:____________________________________      Age: ________

Address:_______________________________________   Phone: __________

Physician’s Name: _______________________________   Phone: __________

Office Address: ___________________________________________________

Current Medication (dosage) _________________________________________

Allergies (foods, medications, Bee stings, & ect..) _________________________

________________________________________________________________

Special Health Concerns or Problems: _________________________________

________________________________________________________________

Medical Insurance Company: ________________________________________

Policy number or ID number: _________________________________________


(Please make a copy  of your insurance card for verification and attach it)

------------------------------------------------------------------------------------------------------------

Medical Treatment Release
For all missioners over the age of 18

I hereby give my permission for ___________________________ to be treated by competent medical personnel as the result of any accident or medical emergency while involved on the summer mission trip.

Signature: ____________________  Print Name: _______________Date: _____
Address: _________________________________________________________

Phone: (day)_______________   (night) _______________ (cell) ____________ 
