
All Saints Lutheran Church 
 Permission / Medical Release Form 2009-2010 

 
 

I give permission for _____________________    _________________________    ___________________ 

                   (Full First Name)      (Full Middle Name)           (Last Name) 

 

to travel with All Saints Lutheran Church Crossroads Ministry from August 31, 2009, through 

August 31, 2010, for service projects, fellowship events, and retreats.   

 

I hereby release All Saints Lutheran Church, its staff and sponsors, from responsibility and liability for any 

injury or illness that my son/daughter may sustain during Crossroads Wednesday nights, service projects, 

fellowship events, and retreats.  In the event of an emergency, I hereby authorize one of the adult leaders of 

All Saints Lutheran Church as agent for me, to consent to an x-ray examination, medical, dental or surgical 

diagnosis, treatment and hospital care advised and supervised by a physician, surgeon, or dentist (as 

appropriate) licensed to practice under the laws of the state where the services are rendered, either at a 

doctor’s office or in any hospital.  I expect to be contacted as soon as possible.  

 

I also give my permission for my child’s image to be used in any All Saints publications, promotional 

material or slide shows (including All Saints website). 

 

_____________________________________________________________________________ 

     (Signature of parent or legal guardian) 

 

Father’s work number ____________________   Place of Employment: ____________________________ 

 

Mother’s work number ___________________   Place of Employment: ____________________________ 

 

Cell phone number(s) ____________________________________________________________________ 

 

Alternate person to contact ______________________________  Phone Number ____________________ 

 

Dietary limitations ______________________________________________________________________   

 

Allergies ______________________________________________________________________________ 

 

Medications being taken  _________________________________________________________________  

 

Other information we should know:  

______________________________________________________________________________________ 

 

Medical Insurance Company ______________________________________________________________ 

 

Policy Number ________________________   Policy Holder’s Name _____________________________ 

 

Please also sign below if you give permission for your son or daughter to leave their small group at the end 

of the small group time unattended by you or another adult. 

 

Parent’s signature _________________________________________ 

(Youth of parents who do not sign here will be kept at small group until a parent/guardian picks them up.) 


