
PARENT PERMISSION & MEDICAL RELEASE FORM 
for the activities of The Student Community at CCC 

Name of Youth (Printed): _________________________________________________________   Date: ________________________________  

Birthdate: _____________________________________________ 

Home Address: __________________________________________  

City: _________________________________________________ 

ZIP: __________________________________________________ 

Parent/Guardian Name: _____________________________________ 

Parent/Guardian Name: _____________________________________ 

Emergency Contact Person: __________________________________ 

Emergency Contact Phone #: __________________________________ 

Student’s Current Grade Level: _______________________________ 

Guest of: _______________________________(If student is a visitor) 

T-Shirt Size: ____________________________________________ 

Year Student Should Graduate High School:  _______________________ 

Cell Phone #: ___________________________________________ 

Cell Phone #: ___________________________________________ 

Parent Email: ___________________________________________ 

Relationship to Youth: _____________________________________ 

Health Insurance Company: ____________________________________________________________________________________________ 

Policy And/Or Group #: _______________________________________________________________________________________________ 

Physician's Name: __________________________________________             Phone #: _______________________________________________ 

Dentist's Name: ____________________________________________           Phone #: _______________________________________________ 

Does Your Student Suffer From:   ❑ Asthma       ❑ Epilepsy / Seizures       ❑ Heart Trouble       ❑ Diabetes       ❑ Other: _________________________________ 

Does Your Student Have Allergies To:  ❑ Pollens       ❑ Insect Bites      ❑ Food ________________________        ❑ Medications: _______________________ 

Please List Any Additional Allergies: ______________________________________________________________________________________ 

Physical Limitations: ________________________________________________________________________________________________ 

Regular Medications: ________________________________________________________________________________________________ 

Other Health Considerations: ___________________________________________________________________________________________ 

Please attach a current copy of any applicable insurance cards if we do not have one on file. Thank you! 

Note: If you desire to limit your student’s participation in any event or wish to alter aspects of an event to accommodate 
your student, please submit your wishes in writing to the church youth pastor no later than one day prior to event.

My child has permission to participate in the youth activities, programs, and ministries of Community Church of 
Columbus Student Ministry. In any youth event, especially those which include traveling, there is the risk of serious 

injury. I understand that the church carries only liability co-insurance. This means that my child is fully covered 
under my insurance company. The church's insurance will only cover medical costs not covered by my insurance. In 
the event of a medical emergency when I, the parent or legal guardian, cannot be reached, I hereby authorize the 
youth leader, or designated adult counselor, to secure the necessary medical or dental treatment at any hospital, 
clinic, or doctor's office. I also agree that in no way will the church, youth leader, or adult counselor, be held liable 

for actions taken in good conscience in an emergency situation.  

Parent Name(s) (Printed): ______________________________ Parent Signature: ____________________________  Relationship:  _____________ 

Parent Name(s) (Printed): ______________________________ Parent Signature: ____________________________  Relationship:  _____________


