
Student's Full Name: _____________________________________________________________________ 
   (Last, First, MI) 
  
Home Address: _________________________________________________________________________ 
  
  
City: _____________________________________________ State: _________ Zip Code: ______________ 
  
  
Phone Number: (_____)___________________               Birthday: _____________________(Month/Day/Year) 
  
  
High School Graduation Year: ___________    Church Name: _____________________________________ 
  
  
  
Insurance Company: ______________________________________________________________________ 
  
  
Insurance Policy Number: ______________________________________ 
  
  
Food/Medicine Allergies:__________________________________________________________________ 
  

  
If you are under 18 years of age, have a parent or guardian sign below.  

  
In the event of an emergency, I give permission for my son/daughter to receive medical treatment.  
  
  
Parent/Guardian Name: ____________________________________________________________________ 
  
  
Parent/Guardian Signature: _________________________________________________________________ 
  
  
Parent/Guardian Phone Number: (_____)____________________                Date: _____________________

Permission Form for Emergency Medical Treatment 
 

This medical form must be submitted at check-in in order to finalize your registration. 


Student's Full Name: _____________________________________________________________________
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This medical form must be submitted at check-in in order to finalize your registration. 
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