GLAD TIDINGS COMMUNITY CHURCH AND PATHWAYS MIDDLE AND HIGH SCHOOL MEDICAL, DIGITAL IMAGING,

AND LIABILITY RELEASE FORM


This release form will be on file for all activities your child will be involved in with Glad Tidings Community Church and Pathways during the current school year.  If information should change during the school year, it is the parent/guardian’s responsibility to notify Pathways staff to update the student’s information. 
I give my permission for my child, _______________________________ (child’s name), to attend school activities with Pathways.  I release Glad Tidings Community Church and Pathways, its employees, members, volunteers, and parents of Pathways from any liability related to these events taking place on or off the church premises, or including travel to and from events relating to school activities.
In case of a medical Emergency, I understand that, in the event medical treatment is required every effort will be made to contact me or the emergency contact person.  However, if I cannot be reached, I give permission to the staff, members, volunteers, and parents to secure the services of a licensed physician to provide the care necessary, including hospitalization, anesthesia, injection, or surgery for my child’s well-being.  I hereby agree to indemnify and hold harmless Glad Tidings Community Church and Pathways, its staff, members, volunteers, and parents from any liability. 
I also give my permission for photos that include my child’s image which are taken during field trips, school activities, and group events to be posted on the Pathways Website, Facebook, and Church Newsletter by signing my name here: ________________________________________. 
Signature of Parent or Legal Guardian:  _____________________________________
Date:  _________________________________

Emergency Telephone Numbers

Parent/Legal Guardian:  Cell ____________  Home ____________  Work ___________

Emergency Contact:      Name:  _____________________________________________ 
   Cell ____________  Home ____________  Work ___________

Medical Information

Family Doctor:  __________________________________________________________

Health Insurance Co:  ______________________________________________________

Insurance Policy # or Group #:  ______________________________________________
Allergies, conditions, dietary restrictions, special needs, or medical concerns of which we should be aware:
_______________________________________________________________________

Medications: _____________________________________________________________

My child has permission to be given Tylenol or Ibuprofen if they request it: ___ Yes ___ No


