PERMISSION AND CONSENT FORM

lowa Ministry Network
10525 Buena Vista Ct
Urbandale IA 50322 (515.276.5493)

Child/Youth’s Name Home Phone Date of Birth

Permanent Address

Mother’s Name Work Phone Alternate Phone (ie: cell)
Father’s Name Work Phone Alternate Phone (ie: cell)
Emergency Contact/Relationship Work Phone Alternate Phone (ie: cell)

Details of Activity (including dates, times, locations and specific activities Child/Youth will be
participating in):

May 11-12, 2007: PK Retreat to be held at the Sunstream Retreat Center, Ogden, lowa.

All activities available, which include: Paintball, carpetball, and various games.

Restrictions to Activities:

Special Needs/Accommaodations:

Medications:

Allergies: Food Medications Other

Child/Youth’s Physician:

(name, address and phone)

Child/Youth’s Dentist:

(name, address and phone)

Other Medical Provider:

(name, address and phone)

Other Important Medical Information:

Health Insurance Information:

(Insured’s Name, Carrier, Policy/Group Number, Telephone Number of Carrier)

Please complete both sides of this form.
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I/We certify that my/our is able to participate in the activity identified,
without restrictions (except as noted above). I/We certify that my/our is in good health and is in
need of no medication(s) or medical treatment(s) except as noted above.

I/We, being the legal parent(s)/guardian(s) of said minor hereby consent to the minor’s participation in the
event/activity herein described, including swimming or other skilled or strenuous activity (if applicable), in our
capacity as the legal parent(s)/guardian(s), and on behalf of the minor child.

I/We hereby certify that I/We have had ample opportunity to discuss the planned event/activity with the
leadership of the above named organization and fully understand the risks inherent in such event/activity.

In the event that medical treatment is necessary for the comfort, safety or well being of my/our minor
child, I/We hereby give consent to the organization staff or activity sponsor to secure the necessary and
appropriate medical services of a licensed physician or health care practitioner to stabilize and treat the
condition, including the use of anesthesia, as deemed appropriate by the treating health care practitioner, at
our expense. 1/We understand that effort will be made by the organizational staff, activity sponsor or health
care practitioner to contact us regarding the situation as soon as medically prudent to do so.

Father’s Signature Date Mother’s Signature Date
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