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United Methodist Church

Emergency Medical Form STUDENT
An EMF is required for each participant in MUMC trips. Type or print in ink completing BOTH sides.

STUDENT INFORMATION

Name: Date of Birth:

Address: City: State:_ ZipCode.__
School Name: Grade:______ Email:

Home Phone: Cell phone: Maywe TEXT? Y N

PARENT/LEGAL GUARDIAN INFORMATION

Name: Relationship to student: Email:

Name: Relationship to student: Email:

Address: City: State:_ ZipCode.__
Daytime phone(s): Evening phone(s):

Cell phone(s): Maywe TEXT? Y N

Emergency Contact Person (in case parent or legal guardian cannot be reached)

Name: Relationship to student: Phone(s):




Emergency Medical Information

Physical conditions such as disabilities, recurring iliness, allergies (ie: dairy, nuts, seafood, insects, animals, medications):

Mental health conditions such as depression, anxiety, etc.:

List all medications currently being taken:

Student permitted to take over-the-counter pain reliever? YN
Student permitted to take over-the-counter cold/flu medication? YN
Student subject to motion sickness? YN

Permitted to take over-the-counter motion sickness medication? Y N

Any over-the-counter medications student is NOT allowed to take:

Date of last Tetanus Shot:

Participants will be allowed to possess and take over-the-counter and prescription medications on their own if permission is granted
in writing by the parent(s) or guardian(s). Both over-the-counter and prescription medications must be in their original containers
and listed above. My child understands that any medications are his/her own and are not to be shared with any other persons.

Parent/legal guardian’s signature  Date

Emergency Medical Authorization Information



Insurance Company:

Policy Subscriber’s Name:

Policy Number: Group Number:

Name of Family Physician  Phone

Name of Medical Specialist Phone

Name of Dentist  Phone

Preferred Hospital ~ Phone

Do you agree to allow photos/videos of your child to be used in church presentations and/or church promotional
materials?yes____no____Doyou agree to allow photos/videos of your child to be used online?yes____no___

Emergency Medical Authorization (Part | or Part || Must Be Completed)

Part | (To Grant Consent)

In the event that reasonable attempts to contact me have been unsuccessful, | hereby give my consent for (1) the administration of
any treatment deemed necessary by the above-mentioned doctor/medical specialist/dentist or, in the event the designated
practitioner is not available, by any other licensed physician or dentist; and (2) the transfer of the child to the preferred hospital or,
any hospital reasonably accessible. | understand that the consent and authorization herein granted do not include major surgical
procedures unless the medical opinions of two other licensed physicians or dentist, concurring in the necessity for such surgery, are
obtained prior to the performance of such surgery. | agree to the release of any records necessary for treatment, referral, billing, or

insurance purposes to the appropriate medical care provider.

Parent or legal guardian’s signature Date



Facts concerning student’s medical history and physical impairment to which a physician should be alerted:

Part Il (Refusal to Consent)

DO NOT COMPLETE PART Il IF YOU COMPLETED PART |

I do not give consent for emergency medical treatment of my child. In the event of iliness or injury, | do not give the attending
physician permission to administer treatment until the parent, guardian or designated individual is contacted.

Parent or legal guardian’s signature Date

Spiritual/Pastoral Care Consent

Life can be full of big and intense events or situations that can cause us to have big feelings. Spiritual/Pastoral Care is how people
learn and work through making sense of these events and what they mean in relation to their faith and/or spirituality with the help of
a pastor or trained professional.

Are we (a pastor or trained professional on our ministry team) allowed to Y N

provide spiritual or pastoral care if your child requests?

Is your child allowed to share confidential information with us if they request? Y N

Based on question above, if your child shares confidential information,

are we allowed to keep it confidential from you (parents/guardians) Y N

if the child requests and it does not deem harm to others of self?

Any student-to-student dynamics we should know about? Y N

If yes, please explain:




Parent or legal guardian’s signature

Date (Revised 2024)



	Name: 
	Date of Birth: 
	Address: 
	City: 
	School Name: 
	Grade: 
	Email: 
	Home Phone: 
	Cell phone: 
	Name_2: 
	Relationship to student: 
	Email_2: 
	Name_3: 
	Relationship to student_2: 
	Email_3: 
	Address_2: 
	City_2: 
	Zip Code_2: 
	Daytime phones: 
	Evening phones: 
	Cell phones: 
	Name_4: 
	Relationship to student_3: 
	Phones: 
	Physical conditions such as disabilities recurring illness allergies ie dairy nuts seafood insects animals medications: 
	undefined: 
	Mental health conditions such as depression anxiety etc: 
	undefined_2: 
	List all medications currently being taken: 
	undefined_3: 
	Any overthecounter medications student is NOT allowed to take: 
	undefined_4: 
	Date of last Tetanus Shot: 
	undefined_5: 
	Insurance Company: 
	Policy Subscribers Name: 
	Policy Number: 
	Group Number: 
	undefined_6: 
	undefined_7: 
	undefined_8: 
	undefined_9: 
	undefined_10: 
	undefined_11: 
	undefined_12: 
	physician permission to administer treatment until the parent guardian or designated individual is contacted: 
	If yes please explain: 
	undefined_13: 
	Zip Code: 
	State: 
	Type Letter: 


