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Student Name (print)   ____________________________________________________ Grade _______   

 

Address  _____________________________________ City  ____________ State ____  Zip __________  
 
I request that my above named child participate in the PE program as well as any field days/sports 
events for Lighthouse Christian School. I understand that my child may be transported to Frank 
McDonough Park as often as twice a week.  
I hereby release First Presbyterian Church of Pompano Beach, its staff and sponsors from responsibility 
and liability for any injury or illness that my child may sustain during this activity. In the event of an 
emergency, I hereby authorize an adult leader of this activity, as an agent for me, to consent to an x-ray 
exam, medical, dental or surgical diagnosis: treatment and hospital care advised and supervised by a 
physician, surgeon, or dentist licensed to practice under the laws of the state where services are 
rendered, either at a doctor’s office or in a hospital. I expect to be contacted as soon as possible.  
 
Parent/Guardian Name (print) ___________________________________________________________  

Signature  _____________________________________________________Date  _________________  

Address  _____________________________________ City  _____________ State _____  Zip _________  

Relationship ____________________________________  

Emergency phone ________________________________   or   _________________________________  

Home phone ____________________________________  

 
I understand that my child is responsible for wearing his/her seatbelt at all times when riding in any 
accompanying vehicle. Failure to do so will result in disciplinary action. 
 

Signature  _____________________________________________________Date  _________________  

                                                                           MEDICAL INFORMATION 

Signature  _____________________________________________________Date __________________   

Known allergies   ______________________________________________________________________   

Daily medications  _____________________________________________________________________       

Physical limitations  ___________________________________________________________________    

Medical insurance company __________________________________  Policy # ____________________    

Physician name   ______________________________________________________________________  

Phone   __________________________________________________   
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