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Medical/ Surgical Care/ Emergency Treatment

In presenting my son/daughter for diagnosis and treatment

Name: ______________________________________ for _____________________________
⃞Mother 	⃞ Father 	⃞ Legal Guardian		⃞ Son 	⃞ Daughter

of ____________ years of age, hereby voluntarily consent to the rendering of such care, including diagnostic procedures, surgical and medical treatment and blood transfusions, by authorized members of the hospital staff or their designees, as may in their professional judgment be necessary. 

I hereby acknowledge that no guarantees have been made to me as to the effect of such examinations or treatments to my child’s condition. 

I have read this form and certify that I understand its contents. 

I hereby give my consent to the Preston Hollow Presbyterian Church chaperone and/or staff who will be caring for my child,______________________________________________________,  
(Name of Child)

DURING EVENTS FROM JUNE. 1st, 2019- MAY. 31st, 2020 to arrange for routine or emergency medical/ dental care and treatment necessary to preserve the health of my child. 

I acknowledge that I am responsible for all reasonable charges in connection with care and treatment rendered during this period. 

Insured Name: _________________________	Physician: ___________________________

Address: ______________________________	Physician Phone: _____________________

______________________________________ 	Child’s DOB: ________________________

Name of health insurance carrier: ___________	Child’s allergies (if any): _______________

______________________________________	____________________________________

Group No.: _____________________________	____________________________________

Medications child is taking: _______________________________________________________

______________________________________________________________________________

Date of last tetanus booster: __________________	
History of: ⃞Anxiety 		⃞ Depression 		⃞Eating disorders
      ⃞Anxiety attacks 	 ⃞ Self Harm 		⃞Suicidal ideation 

      Other mental health notes: _____________________________________________

Special Requirements (dietary needs, ie: Food allergies, vegetarian, vegan, lactose intolerant, gluten intolerant, diabetic, hypoglycemic, etc.):

______________________________________________________________________________


In case of emergency I can be reached at: ____________________________________________

______________________________________________________________________________

Additional notes to ensure the best care for your child: _________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________


PHPC Publicity Consent
2018-2019

I, ________________________________ (please print your name) 
⃞ GRANT permission or ⃞ REFUSE permission, for Preston Hollow Presbyterian Church to publish photos and/or videos of my child, ________________________________________ (Please print child’s name) in the church’s various forms of publications, social media on the church’s various websites. I give Preston Hollow Presbyterian Church the perpetual, royalty-free right to use said photos and videos in any manner including but not limited to publications and websites. I understand that if I give notice to the communications department that I object to any particular picture or video, it will be removed as soon as possible.

Signature: _______________________________________________ Date: ________________
Mother, Father or Legal Guardian
