
TREATMENT CONSENT

I give my son\daughter,
transportation for youth related activities and I release St. Paul Lutheran Church from any liability which
may result due to accident or injury. I further acknowledge and understand that the purpose of this trip is
t o / f o r r � f i a n d I a s s u m e f o r m y c h i | d t h e r i s k o f i n j u r y t h a t m i g h t o c c u r
becauseofmy.r ' i tof f iorpart ic ipat ioninsuchact iv i ty '

Further, I hereby authorize any adult sponsor or youth minister (f including those listed below) to consent
to and to authorize emergenry medical treatment, surgery, or dental care for my child which is considered
advisable or necessary in the judgement of an emergency medical professional or attending physician. I
further agree to pay to the service provider all reasonable and necessary charges for medical treatment
provided based on the consent of the persons authorized to act by this document.

ParenVGuardian Signature Date

Address Insured by

zip Policy/Member #

Home Phone Group #

City

St. Paul Lutheran Church
29797 US Hvry 281 N
Bulverde TX 7B163

Work Phone

SECONDARY EMERGENCY CONTACT INFORMATION:

Church (830) 980-2813
Fax (830) 980-97s6

YM e-mail: - l
q ouu+hsP lc, @ gv tc " r..-'ovYl

my permission to trav€1 in the church provided

Insurance Company Phone_

OTHER COMMENTS:

S sporusons / cooRDiNAToRS:

Activiry oi.eaor l(!, l'Sh't'\ Kl'eL€

Sponsor

Sponsor

Sponsor

Sponsor

Name

Relation

Phone

PHYSiCIAN & HEALTH INFORMATION:

Physician Name.

Offlce Phone_

Al lc rn ipc

Phvsical Limitations

FOR OFFICE USE:
Current Medications

Rec'd._ NOTE


