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Center Pointe Christian Church 
Children’s Ministry 

Medical/Liability Release Form 
 

Minor’s Personal Information  
 
Name:_________________________________  Home Phone:  (        )____________  

Address: ______________________________________________________________  

City: __________________________  State: ________________ Zip: ___________  

 
As the parent/legal guardian of the above named minor, I give my permission for him/her to 
participate in any and all activities, events, and programs of the children’s ministry group of 
Center Pointe Christian Church.  I understand the inherent risks that are involved in these 
activities and hereby release CPCC, its staff, employees, and volunteers from responsibility 
and liability for any injury or illness sustained during these activities, events, and/or programs. 
 
Parent/Guardian Signature:      Date:     
 
In Case of an Emergency, I hereby authorize the adult leader of the activity, event, and/or 
program, as an agent for me, to consent to any X-Ray examination; medical, dental, or 
surgical diagnosis or treatment; and/or hospital care, which is advised and supervised by a 
physician, surgeon, or dentist (as appropriate) licensed to practice under the laws of the state 
where the services are rendered, either at a doctor’s office or a hospital.  I expect to be 
contacted as soon as possible and before hospitalization or surgery is administered (unless 
the injury/illness is life-threatening). 
 

Minor’s Medical Information 
 
Medical Insurance Company: ______________________________________________  

Policy Number: ______________________  Group Number: ____________________  

Primary Named Insured On Policy: _________________________________________  

Physician of Minor: __________________________ Phone: ____________________  

Emergency Numbers:________________________ Cell:_______________________  

Emergency Contact Person(s):_____________________________________________  
 

Parent/Guardian Consent 
 
Signature of parent/guardian: Date: _______________
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Name _________________________________________________  Birth Date: _______________________ 
 

CONFIDENTIAL MEDICAL HISTORY 

Do you regularly have or have had any of the following symptoms or conditions? 
 

 

Please explain any “Yes” responses (with item number): 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

 

ALLERGIES (Drugs, food and environment with description of reaction): 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

 

CURRENT MEDICINES TAKEN (Prescription and over-the-counter): 
Drug Dose Time taken 

____________________________________  ____________________________  ___________________ 

____________________________________  ____________________________  ___________________ 

____________________________________  ____________________________  ___________________ 

____________________________________  ____________________________  ___________________ 

____________________________________  ____________________________  ___________________ 

____________________________________  ____________________________  ___________________ 

____________________________________  ____________________________  ___________________ 

 

SPECIAL CONSIDERATIONS & INFORMATION:_________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

 Yes No  Yes No  Yes No 

1. High blood pressure   20. Knee/ankle problems   37. Medical equipment/devices   

2. Heart disease   21. Neck/back problems   38. Stomach ulcers   

3. Heart murmur   22. Leg/foot problems   39. Intestinal problems   

4. Irregular heartbeat   23. Headaches   40. Active bedwetting   

5. Tuberculosis   24. Head injury   41. Chest pain/pressure   

6. Hepatitis   25. Jaundice   42. Heart palpitations   

7. Seizure disorder   26. Heatstroke   43. Unexplained sweating   

8. Bleeding disorder   27. Bladder/kidney problems   44. Frequent shortness of breath   

9. Anemia   28. Thyroid problems   45. Frequent dizziness/fainting   

10. Blood disorder   29. Endocrine disorder   46. Heart burn   

11. Asthma   30. Hearing impairment   47. Muscle cramps   

12. Diabetes   31. Vision impairment   48. PMS or menstrual problems   

13. Hypoglycemia   32. Motion sickness   49. Broken bones   

14. Anorexia/bulimia   33. Sleep walking   50. Arm/shoulder problems   

15. Skin problems   34. Currently pregnant   51. Genetic disorders   

16. Hot/cold intolerance   35. Special diet   52. Cancer   

17. Circulation problems   36. Learning disability      


