MEDICAL INFORMATION
Year of our Lord  ______________

Participants full name (print): ________________________________________
Parents/Guardians: ____________________________________________________
Insurance Company_______________________________     
Policy Number___________________________________
PLEASE ATTACH A COPY OF THE FRONT AND BACK OF YOUR INSURANCE CARD (COPIES CAN BE MADE AT THE CHURCH OFFICE)
Doctor(s):	____________________________	Hospital:	_______________________
		____________________________			_______________________
		____________________________			_______________________
Medication Requirements (drug and dosage): 
______________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
Allergies:_ _____________________________________________________________________
_______________________________________________________________________________

Any medical/behavioral information that may be pertinent to church personnel:




