
Coats Baptist Church 
Medical Information and Release Form 

(please print) 
 

 
 
 

Name _________________________________________________   DOB_________ 
 
Parent’s Name _________________________________________________________ 
 
Address_______________________________________________________________ 
 
Home Phone ___________________________________________________________ 
 
Please list the name of contact persons along with phone numbers according to the 
priority to call in the case of an emergency.   
 

1. __________________________________________________________________ 
 
2. __________________________________________________________________ 

 
3. __________________________________________________________________ 

 
4. __________________________________________________________________ 

 
5. __________________________________________________________________ 

 
Please list all known ALLERGIES AND REACTIONS to FOOD, MEDICATION OR 
NATURE.  Please state NONE if applicable.  
 

Item       Reaction 
 
_________________________________  ______________________________ 
 
_________________________________  ______________________________ 
 
_________________________________  ______________________________ 
 
_________________________________  ______________________________ 
 
_________________________________  ______________________________ 
 
_________________________________  ______________________________ 
 
 



 
 
Please list all medications that you or your child is currently taking and the reasons. 
 
1. ____________________________________________________________________ 
 
2._____________________________________________________________________ 
 
3._____________________________________________________________________ 
 
4._____________________________________________________________________ 
 
5. _____________________________________________________________________ 
 
6.______________________________________________________________________ 
 
7.______________________________________________________________________ 
 
Please note any additional comments or instructions that would be useful to the 
chaperons or a medical staff.   
 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Insurance Company:  ______________________________________________________ 
 
Policy Number:  __________________________________________________________ 
 
I hereby giver consent for myself or my child ___________________________________ 
to be given medical treatment in the event of an emergency.  I understand that the priority 
phone numbers will be used for notification purposes as soon as possible. 
 
 
_______________________________________________       _____________________ 
Name            Date 


