
                                                     Family Name_______________________________________________


Medical Emergency Release Information 2023/2024 School Year
Parents are expected to attend school functions with their students.  However, in the rare instance of a medical emergency at a school sponsored activity in which the parents can not be reached, we will need the following information including the signed release below, which covers all students enrolled in Village Bible Academy.

I (We), the undersigned parent, parents or legal guardian of the below named student, a minor, do hereby request that he/she be permitted to attend any field trips, excursions or classes given by Village Bible Academy, and should the need arise, do hereby authorize and consent to any x-ray examination, anesthetic, medical or surgical diagnosis rendered under the general or special supervision of any member of the medical staff and emergency room staff licensed under the provisions of the Medicine Practice Act of a Dentist licensed under the provisions of the Dental Practice Act and on the staff of any acute treatment or hospital care being required but is given to provide authority and power to render care with the aforementioned physician in the exercises of his best judgment may deem advisable.  It is understood that the effort shall be made to contact the undersigned prior to rendering treatment to the patient, but that any of the above treatments will not be withheld if the undersigned cannot be reached.  I will not hold liable Village Bible Church, its officers, Village Bible Academy, or its officers for medical aid rendered and will reimburse the church and/or school for medical or other expenses incurred in the care of my student.

This Authorization is given pursuant to Section 25.8 of the Civil Code of California and remains in effect only for the students listed below.

Family Physician____________________________________________________________________________




Name





City

Phone Number

Family Insurance Carrier__________________________________Policy Number________________________

1.
__________________________________  __________________________  ______________________


Student Name




Birth Date



Date of Last Tetanus Shot


Is the Student taking Medication?  ___No  ___Yes   __________________________________________









Specify & Dosage


________________________________________   __________________________________________


Restricted or Allergic to:                   FOODS                                          Restricted or Allergic to:              MEDICINES

____________________________________________________________________________________________________________________________

2.
__________________________________  __________________________  ______________________


Student Name




Birth Date



Date of Last Tetanus Shot


Is the Student taking Medication?  ___No  ___Yes   __________________________________________









Specify & Dosage


________________________________________   __________________________________________


Restricted or Allergic to:                   FOODS                                          Restricted or Allergic to:              MEDICINES

____________________________________________________________________________________________________________________________

3.
__________________________________  __________________________  ______________________


Student Name




Birth Date



Date of Last Tetanus Shot


Is the Student taking Medication?  ___No  ___Yes   __________________________________________









Specify & Dosage


________________________________________   __________________________________________


Restricted or Allergic to:                   FOODS                                          Restricted or Allergic to:              MEDICINES

____________________________________________________________________________________________________________________________

-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

_____________________________________________  ___________________________________  __________________________________________

First Person We Should Contact
(PRINT PLEASE)

Cell or Pager Phone Number

        Home Phone Number

_____________________________________________  ___________________________________  __________________________________________

Second Person We Should Contact 
(PRINT PLEASE)

Cell or Pager Phone Number

        Home Phone Number

X__________________________________________________    _______________________

Parent or Legal Guardian’s Signature



Date Signed

If the Tetanus Shot is not given to a child, then a waiver form must be completed and on file in the Records Dept.

PSP, SG, & Assoc. Members must complete.  If more than three students, please complete another form.  Rev. 8/30/23

Page  7                                                                                                                        

