
Medical Authorization/Release and Permission Form 
Severna Park Youth Collective (SPYC)  

(ALL FORMS MUST BE NOTARIZED) 
 

ALL EVENTS FOR SPYC   Initial 2022 _____ 2023 _____  
SPYC: Severna Park Baptist Church / Trinity Bible Church / Bay Life Church 
 
CHILD(REN)’S NAME:_____________________________________________________________________________________________ 

 

BIRTHDATE(S):__________________________________________________________________________________________________ 

 

ADDRESS:______________________________________________________________________________________________________ 

 

PHONE(S):______________________________________________________________________________________________________ 

 

EMERGENCY CONTACTS NAME (relationship to child) & PHONE:__________________________________________________________ 

________________________________________________________________________________________________________________ 

 

I verify that I am the Parent or the Legal Guardian of _____________________________________________________________________,  

a minor. I authorize the officers, agents, volunteers and/or employees of Severna Park Youth Collective (SPYC) to take the necessary steps 

to ensure prompt and necessary medical care at my sole expense for the above named minor in the event that he/she becomes ill or sus-

tains injury while on ALL SPYC EVENTS.  I give my permission to the officers, agents, volunteers and/or employees of SPYC to spot any 

bleeding and to administer first aid on the above named minor. I also consent to any X-ray examination, anesthetic, medical, surgical or  

dental diagnosis or treatment, and hospital care to be rendered to the above named minor under the general and specific supervision and on 

the advice of any duly licensed physician, surgeon or dentist while on the trip. 

I hold harmless and fully and forever release and discharge SPYC, all officers, agents, volunteers and/or employees of SPYC from any and 

all claims, demands, damages, rights of action, present or future whether the same be known, anticipated or unanticipated, and resulting 

from or arising out of, or incident to the providing of this medical assistance. 

I will be liable and agree to pay all costs and expenses incurred in connection with such medical and dental services rendered to the  

aforementioned child pursuant to this authorization.  Should it be necessary for the above named minor to return home due to medical  

reasons, behavioral problems or otherwise, I will assume all transportation costs. 

This release shall be in effect during the time that the above named minor is attending the above-mentioned trip. 

 

Witness my hand this ___________________day of ___________________ month 20___________________ year. 

 

Signature & Print of Parent or Legal Guardian: __________________________________________________________________________ 

 

Insurance Company & Policy #:____________________________________________________________________________ (make copy) 

 

Last received his/her tetanus immunization: Month ____________________Year____________________  

List any physical and/or spiritual health issues and/or allergies your child may have, include to medication and anesthesia  

(use back or more pages as needed): 

List any medication which your child takes regularly (use back or more pages as needed): 

            Name of medication                                      Dosage                                       Prescribing Physician 


