
INTERIM Medical And Release Form
Amite Baptist Church 

7100 Amite Church Road, Denham Springs, LA 70706 - Phone (225)665-2762 

I understand that this release is valid for 60 days from date signed. ____ (initial here) 

Participant Name _______________________ Date of Birth ________ _ 

Address ________________________________________ _ 
(street) (city,state,zip) 

Health Information- (Provide all known information): 

Blood type _____ _ Date of last Tetanus shot. ______ _ 

Is participant subject to : 
Allergies - Food/Medications/Latex/Insect bites/Seasonal/Other: ___ _ 

If yes to any of the following, please describe on back in comments area: 
Fainting spells?_ Sleepwalking?_ Diabetes/Hypoglycemia?_ Epilepsy?_ 
Heart trouble?_ Blood pressure?_ Orthopedic problems?_ Asthma?_ 
List any special dietary needs: ___________________ _ 

Current Medications (Prescription/over the counter/ contact lens, etc.) ___ _ 

Permission granted to give participant the following over the counter medications (Yes/ No) 
Pain med (Tylenol, Advil, Percogesic) __ Nausea/diarrhea med. __ 
Motion sickness med. __ Topical ointments/creams (First Aid) __ 
Decongestant/antihistamine __ Artificial tears __ 

1 hereby give my permission for my son/daughter/self (if over 18 years of age) in the event of illness or injury to receive emergency medical care including 
but not limited to x-ray examinations, laboratory procedures, anesthesia, medical or surgical treatment or other hospital services ordered by the attending 
physician or dentist. I also authorize the release of all information necessary to settle any insurance claims. I understand that I am responsible for all charges 
not covered by insurance. I understand that in the event that medical intervention is needed, every attempt will be made to contact immediately the person(s) 
listed on the back of this form . _____ (initial here) 

In consideration of the right to participate in the activities and service arranged for my son/daughter /self (if over 18 years of age) by Amite Baptist Church, I 
have and hereby assume for by son/daughter /self (if over 18 years of age) all risk and hold Amite Baptist Church and all persons associated with it in any way 
harmless from any and all liability, action, cause of action, debts, claims, demands of every kind and nature whatever which may arise from or in connection 
with his/her/my participation in its programs, events, activities. The terms shall serve as a release and assumption of all risk and liability for the 
son/daughter/self. ____ (initial here) 

If my son/daughter /self (if over 10 years of age) presents a behavior problem, as deemed so by an employee or volunteer of Amite Baptist Church, I give the 
employee and/or volunteer of Amite Baptist Church and/or the employees of the establishment/facilities being used to exercise any reasonable discipline as 
the occasion permits. I understand this may include returning home the participant with any expense incurred my responsibility. ____ (initial here) 

I understand that photographs and/or other forms of media may be take at the activities, events, camps or conferences at which participant is attending. I 
hereby authorize employees and/or volunteers of Amite Baptist Church to take and use pictures and other media of participant from the activities and events 
on the church web cite. _____ (initial here) 

Signature - X ___________________________ Date• _______ _ 
Parent or Legal Guardian or Participant if over 18 years or age 

WITNESS: 
Signature - ____________ _ Print Name ____________ _ Date - _____ _ 

Signature - ____________ _ • Print Name _____________ _ Date -_____ _ 

Form revised March 2016 



Insurance Information - Please attach a copy of your current medical insurance card. 
Is participant covered under a medical insurance plan? __ Yes __ No 

If Yes, please provide the following information: 
Name of Insurance Co. _______________________ _ 

Policy# _______________ Group# _________ _ 

Policy Holder _________________________ _ 

Relationship of policy holder to participant _______________ _ 

Employer name _________________________ _ 

Employer address _______________________ _ 

If No, please initial 
I understand that I am responsible for any /all medical expenses that could result from an illness 
or injury to participant while on said event. ______ (initial here) 

Emergency Contact Information: 

Primary Contact - ________________ Home phone __________ _ 

Relation to Participant _____________ _ 

Address ___________________ Work phone __________ _ 

_______________________ Cell Phone ___________ _ 

Secondary Contact - _______________ Home phone __________ _ 

Relation to Participant _____________ _ 

Address ___________________ Work phone __________ _ 

_______________________ Cell ______________________

Comments or additional information: 

Form revised March 2016 
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