
YouthFESt
MEdical inForMation & liabilitY rElEaSE

Please PRINT and complete all areas.

Participant’s name  __________________________________________Birth Date_____________
First                      Initial                     Last

Address _________________________________________  Home Phone ___________________
Street                                           City

______________________________________________ Cell Phone_____________________
State                                            Zip

EMERGENCY TELEPHONE NUMBERS:
In case of an emergency during this event, please notify:

Parent/Legal Guardian: ___________________________________________________________

Home ______________________Cell______________________  Work ____________________

Emergency Contact:  ____________________________________ Relationship: _______________

Home ______________________Cell______________________  Work ____________________

MEDICAL INSURANCE CARRIER:

Name of insured member:  _________________________________________________________

Name of insurance company:    ______________________________________________________

Group Number_____________________________Policy Number: _________________________

MEDICAL INFORMATION:

• Date of last tetanus shot: __________________

• Child’s physician’s name _______________________________ Phone __________________

• Allergies, conditions, chronic ailments, dietary restrictions, special needs, medical concerns of which we

should be aware.

Food ___________________________________________________________________

Medications ______________________________________________________________

Animal  _________________________________________________________________

Other:  Please specify all medical conditions of which we should be aware, such as asthma, Diabetes,

heart condition, high blood pressure, etc.

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

• My child requires the following  medicine: __________________________________________

Frequency and dosage  _______________________________________________________

• My child has permission to be given Tylenol or Ibuprofen if he/she requests it.

_____ Yes   _____ No
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IN CASE OF 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 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. Further, I agree to accept any and all financial responsibility as a result  
of scheduling such treatment. I hereby agree to indemnify and hold harmless both The Friends of Israel Gospel 
Ministry, Inc., and Camp Michindoh, and all their officers, employees, and volunteer staff from any liability.

This release form is completed and signed of my own free will with the sole purpose of authorizing medical 
treatment under emergency circumstances in my absence.

____________________________________________________________________________
Participant’s Name

______________________________________________________ Date ________________ __
Signature of Parent or Legal Guardian
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Print, coMPlEtE, and Mail to: tiM MungEr, P.o. box 250712, WESt blooMFiEld, Mi 48325-0712




