First Presbyterian Church, Allen, Texas

2010-2011 Youth Activity Permission Slip

& Medical Information Form

My/Our child                                                      has my/our permission to travel by car or bus on trips and activities sponsored by the First Presbyterian Church of Allen, Texas, September 1, 20010, through August 31, 2011.  I/We hereby grant the church-designated adult sponsors of any trip or activity our permission to handle any emergency that concerns our child.  In case of medical emergency, I/we understand every effort will be made to contact a parent or guardian. In the event I/we cannot be reached, I/we hereby give permission to the physician selected by the adult sponsors to hospitalize, secure proper treatment for, and to order injection, anesthesia or surgery for my/our child, as named above.  (If the child is living with both parents, both parents please sign below.)

Personal Information:
Child’s Name 

Grade and School 


Mother’s Name _______________________________________  Father’s Name  ____________________________

Home Address: 

Birth Date:  

Home Telephone: 

Parent’s Cell Phone: 


Contact Email:  _________________________________________________
Hospitalization coverage for my child is with:

Name of Company:  

Policy # 

Policy Holders Name and Identification # 



Medical History & Information:
My child is in general good health and is able to participate in all normal activities Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     (If no, please explain limiting factors)  __________________________________________________________________________________________________________________________________________________________________________________________

Immunization Dates:
DPT Series: __________     Booster:

Tetanus Booster: ____________

Allergies (Please check if applicable to your child)

 FORMCHECKBOX 
Asthma      FORMCHECKBOX 
Bee Sting      FORMCHECKBOX 

Poison Ivy      FORMCHECKBOX 
Penicillin      FORMCHECKBOX 

Sulpha      FORMCHECKBOX 
  Aspirin

 FORMCHECKBOX 

Other (Specify): 







Please list any food or drug allergies not listed above:  




Please list any medications your child takes on a regular basis and the reason for the medication: 
My child is a: (Please check one)  FORMCHECKBOX 
  Swimmer  
 FORMCHECKBOX 
Non-swimmer  

Family Physician Name:  



Office Telephone # 


Other Telephone # 

Alternate Emergency Contact:  If you cannot reach me/us, please contact:

Name(s): 

Telephone:  

Address: 



Authorizing Signature:  (Form must be signed by a parent or guardian having legal custody)

Signed:  



Signed:  


