
ST. JOHN’S UNITED METHODIST CHURCH 
MEDICAL RELEASE FORM 

 

NAME:  __________________________________  HOME PHONE:_________________________ 

AGE: ______________________  BIRTH DATE: ____________________ SEX: ____________ 

ADDRESS: ___________________________________________________________________ 

FATHER:  ____________________________________  

EMPLOYER: __________________________________ DAYTIME PHONE:___________________ 

CELL PHONE:  ________________________________ 

MOTHER:  ___________________________________  

EMPLOYER:  __________________________________ DAYTIME PHONE:___________________ 

CELL PHONE:  _________________________________ 

INSURANCE COMPANY: ________________________________  POLICY #: _________________ 

PRIMARY POLICY HOLDER’S NAME:  _______________________ 

In case of emergency, list the name of the person to be contacted if parents cannot be reached: 

NAME/RELATIONSHIP: _________________________________  PHONE: __________________ 

FAMILY PHYSICIAN:  ___________________________________ PHONE:  __________________ 

List any allergies, limitations, or special medical problems of which we should be aware: 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

 

__________________________ has my permission to attend and participate in events 

sponsored by St. John’s United Methodist Church.  I understand that this may involve travel on 

a charter bus, church van, or in private cars.  I release St. John’s United Methodist Church, its 

employees, and volunteers from any liability for injuries or illness that may occur during these 

events.   

 

 

 

 

 

 



Power of Attorney 
 

I, ______________________, the Parent or Legal Guardian of ______________________(my 

minor child), do by these presents, make, constitute, and appoint, TIM BENSON or KATHY 

KAIL, or his/her agent as my true and lawful attorney to act for me and IN my name, place, and 

stead: and to do any, every, and all acts and exercise any, every, and all powers that I might or 

could do in giving consent to emergency medical treatment for my minor child that he/she shall 

deem proper or advisable to do or exercise in my behalf. 

 

This Power of Attorney and appointment of TIM BENSON or KATHY KAIL as my attorney-in-

fact is for the limited purpose of consenting to emergency medical treatment of the above 

named child shall not terminate on my physical or mental disability subsequent to the date of 

execution hereof. 

 

I, _________________________________, the undersigned, being duly sworn, do depose 

and say that the above statements are true. 
 
 Signed: ____________________________________ 

 State of Texas 
 Fort Bend County 

Subscribed and sworn to, before me, on this _______day of _________________, 20______. 

 Notary Public: _______________________________ 


