CHESTER UNITED METHODIST CHURCH

LIABILITY AND MEDICAL RELEASE FORM 
This form waiver and release form is effective from

 _________________ to ________________. 
Participant Name: 


_______________________________________

Parent(s) / Legal Guardian Name(s): 
_______________________________________

In consideration for being accepted by Chester United Methodist Church (the Church) for participation in church-related activities, we, (I), being 21 years of age or older, do for ourselves (myself) and for and on behalf of my child-participant or incapacitated-participant based on mental or physical disability (the “Participant”), hereby release, forever discharge and agree to hold harmless Chester United Methodist Church its officers, members, trustees, agents, employees whether voluntary or paid, and volunteers, hereinafter collectively referred to as the “Church”, of any nature whatsoever which may be incurred by the undersigned and/or the Participant that occur while participating in church-related activities.
I (We) hereby agree as follows for the Participant:

l) I assume full legal and financial responsibility for my participation in the activity.

2) I understand that in the event medical intervention is needed, every attempt will be made to contact me or my emergency contact person immediately. In the event I cannot be reached in an emergency during the activity dates shown on this form, I hereby give my permission to the physician or dentist selected by the Church to hospitalize, to secure medical treatment and/or order an injection, anesthesia, or surgery for the Participant as deemed necessary.

I grant the Church the authority to act in any attempt to safeguard and preserve my health or safety during my participation in the church-related activity including authorizing medical treatment on my behalf and at my expense and returning me home at my own expense for medical treatment or in case of an emergency. I understand that this activity could cause serious illness and/or injury, and I assume all risks for any such illness or injury.  In the event of illness or injury, I do hereby consent to whatever x-ray examination, anesthetic, medical, surgical or dental diagnosis or treatment and hospital care considered necessary in the best judgment of the attending physician, surgeon or dentist and performed under the supervision of a member of the medical staff of the hospital or facility furnishing the services.

3) Accident and health insurance are recommended for participation in church-related activities. I understand that the Church encourages me to have appropriate insurance coverage for the entire time of my participation in church-related activities. I understand that my insurance coverage will be used as primary coverage in the event medical intervention is needed. I understand that I must provide a current copy of my health insurance card to the Church. 
4) I shall conform to all applicable policies, rules, regulations, and standards of conduct as established by the Church to ensure the best interest, comfort, and welfare of all participants. 
5) As a condition of my participation in church-related activities, I agree to waive all claims against the Church and to indemnify and hold the Church harmless from any and all liability or claims I may have against the Church because of any death, bodily injury, personal injury, or illness, or because of any loss to property that may arise out of or in any way be connected with church-related activities.  This waiver shall not apply to any occurrence which may arise solely out of the gross negligence of the Church.

6) I further acknowledge that the Church may not provide any type of insurance including liability or medical coverage for persons who participate in church-related activities.  I have no special health needs that staff should be aware of, and no medication required during my participation in this activity other than those disclosed on my participant health information form which is attached hereto.  
7) I acknowledge that various modes of transportation may be provided to and from church-related activities.  I acknowledge that the Church is not able to provide a ride to anyone who is not listed on this consent form.  I understand that each passenger must use the proper seatbelt restraint appropriate to their age.  Drivers are 21 years of age or older and have a valid drivers license.  Upon signing this form, I give my permission for the Participant to receive transportation from a Church driver.  
8) I acknowledge that I have read this document and understand and accept its terms.

_______________________________________ _____________________________ _________

Participant’s Signature 



Print Participant’s Name 

Date

If Participant is a Minor or Incapacitated Person:
_______________________________________ _____________________________ _________

Parent/Legal Guardian’ s Signature 

Parent/Legal Guardian’s Name

Date
Participant Health Information Form

Chester United Methodist Church

Name of Participant _______________________________________

Street Address _________________________________________

City __________________________ State _____ Zip _________

Home Phone ___________________________________________

Date of Birth _____________ Age __________ Sex __________

Height __________ Weight __________

Grade in School _________________

Emergency Contact:

Parent/Guardian Name  __________________________________

Address (if different from above) __________________________

City __________________________ State _____ Zip __________

Home Phone ___________________________________________

Work Phone ___________________________________________

Cell Phone ____________________________________________

Alternate Contact: (use someone near the primary contact)

Name ________________________________________________

Address _______________________________________________

City __________________________ State _____ Zip __________

Home Phone ___________________________________________

Work Phone ___________________________________________

Cell Phone ____________________________________________

If you have medical insurance, your carrier will be billed for medical charges in the case of illness or injury while the participant is at the activity.

Do you have health insurance? Yes _____ No _____

Name of Insurance Company _________________________________________________________________

Policy Number ____________________________ 

Group Number ___________________________________

In whose name is the insurance? _______________________
Relationship to the insured: ____________________

Primary Care Physician: ___________________________________
Address: _____________________________________

Phone Number _________________________________________

Dentist: _____________________________________

Address: ____________________________________

Phone Number: _______________________________

If the participant should require medical attention for injuries received or illnesses contracted prior to the activity, please send us the necessary information to give him/her proper medical care during his/her time with the Church activity.

Pre-existing or present medical conditions:

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Name and dosage of any medications that must be taken while participating in this activity:

__________________________________________________________________________________________

__________________________________________________________________________________________

Allergies to medications? Yes No If so, what? ______________________________________________

Other allergies? Yes No If so, what? ______________________________________________________

Does the participant have any of the following conditions? If so, please check.

Hay Fever _____ Heart Condition _____ Diabetes _____ Insect Stings _____

Epilepsy/Nervous Disorder _____ Asthma _____ Frequent Stomach Upsets _____

Physical Handicaps _____ Major Illnesses during the past year _____

If any of the above is checked, please give details. (Example: include normal treatment of allergic reactions.)

__________________________________________________________________________________________

__________________________________________________________________________________________

Date of last Tetanus Shot __________ Contact Lenses? _____

Any swimming restrictions? Yes No

____________________________________ ____________________________________
Print Parent or Legal Guardian’s Name _____________________ Print Participant’s Name

____________________________________ ____________________________________

Parent or Legal Guardian’s Signature or Participant’s Signature (if over 18)

__________________ 
Date 

