FCF FRONTIER ADVENTURE/TRACE
MEDICAL RELEASE FORM

(Please complete one copy for each Boy attending FCF Frontier Adventure/Trace)

NAME OF CAMPER: _______________________________________


ADDRESS: _______________________________________________

CITY: _______________________________
ZIP ____________  

AGE: ______,     PARENT’S/GUARDIAN’S NAME: _____________________________________________
]

CHURCH: ___________________________

ROYAL RANGERS OUTPOST NUMBER: _______,  COMMANDER: ______________________________
PARENT/GUARDIAN RELEASE TO ATTEND FCF ADVENTURE/TRACE

I hereby authorize _______________________ (Ranger’s/boy’s name) to attend the FCF Adventure/Trace.  I understand the arrangements and feel that adequate precautions for the safety of my child have been made and will continue to be taken.  I will not hold the local church, its leaders, the Louisiana District staff, or the Louisiana District Council of the Assemblies of God responsible for accidents.  I understand that my personal insurance will be the primary carrier in case of an emergency needing professional care. The Louisiana District Council of the Assemblies of God carries accident insurance for individuals who may not have adequate personal coverage. 

 I understand that a First Aid Station will be on the site with a qualified person on duty.

______________________________________       ________________________________ date: ___________

             Insurance company name/policy # 


signature of parent or guardian 

PHYSICIAN’S AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT


The purpose of this section is for parents or guardians to authorize emergency treatment for their child in case of illness or injury while in the custody of Leaders attending the FCF Adventure/Trace.  

This section must be completed and signed to provide for emergency care.

I. ___________________________ from ___________________________ __________

            (parent or guardian)                                           (city)                                        (state)

the _________________________  of  _______________________, a minor who is attending the

        (father, mother, legal guardian)                       (child’s name)
FCF Adventure/Trace, do give consent beforehand (in the event that all reasonable attempts to contact me or   ___________________________ have been unsuccessful)

 (alternate consenting adult)
 for the administration of any treatment necessary by a licensed physician or dentist.  



(         ) ____________________ 

or 
(            ) ________________________

      (my phone number)

 
 
(alternate phone number - cell, business, etc)

__________________________________  



date: ___________________

          (parent or guardian signature)






