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Permission Slip for:
Registration and Emergency Information Form*
When: 
Location:  
Time: 

I give my child (Name) ______________________________________________________ Age ____                   permission to attend the above stated activity.  I grant permission to Saint Paul Missionary Baptist Church, Sierra Vista, the use of any pictures taken during events for use by Saint Paul Missionary Baptist Church, Sierra Vista in publications or on their website. I understand the event is chaperoned by at least one Saint Paul approved personnel who is also attending.  I understand that I will be called to pick up my child if he/she does not comply with the event rules.

Parent’s Name __________________________________________Phone ________________________

Parent’s Name __________________________________________Phone ________________________

Address _______________________________________________City_________________  Zip_______
EMERGENCY INFORMATION

	I _______________________,  grant my child ________________________, permission to participate in the above activity and in case of a medical emergency fully authorize you to treat my child.  The information below will assist you with any necessary treatment.  I understand my signature carries with the following:
1. An authorization of any of the adult leaders to obtain necessary medical attention and/or treatment for my son/daughter. 2. I knowingly release, absolve, indemnify and hold harmless the Pastors and leaders of Fusion from all claims that might result from any injury or death of any minor. 3. Should medical help be needed, I agree to pay either directly or through my personal health and accidental insurance policy all medical costs.
The information below will assist you with any necessary treatment.

Emergency Contact _____________________________________ Phone__________________________

Emergency Contact _____________________________________ Phone__________________________

Food or other Allergies (example: peanuts, grass) _______________________________ Blood Type ___

Other medical conditions (example: asthma, diabetes) ________________________________________

Name of Insurance__________________________        Insurance # for child_______________________

Hospital/Doctor Preference______________________________________________________________

_______________________________  _________________________	__________________________
Signature -Parent/Guardian                                      	Print- Parent/Guardian			                    Date


*The above information is considered “Confidential.”
	Confidential Information is maintained in accordance with the HIPPA Privacy Rule.	  Page 1
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