FPC MEDICAL CONSENT FORM

Name of Youth_____________________________________
Birth date__________________________
Insurance Company__________________________________
	Address______________________________________
	City___________________ State__________ Zip_____________
Policy Number__________________________________________________
Insured Name________________________________________________
Address_____________________________________________________
City____________________ State_______________ Zip____________________


Current Medical Conditions that we need to be aware of __________________________________________________________________________________________________________________________________________________________________________
Medications (what and how often)
__________________________________________________________________________________________________________________________________________________________________________
Surgeries_____________________________________________________________________________
Allergies______________________________________________________________________________
Any other information you think we might need to know concerning the physical, emotional, or mental health of your youth ___________________________________________________________________

I agree to let the FPC Adult Advisors/Youth Minister seek medical attention for my youth if needed
Parent/guardian name (printed):_________________________________________________________
Signature______________________________________ date__________________________________
