Christian Family Educational Co-op

www.christianfamilyhomeschool.org

Release of Liability

I, the undersigned parent or guardian of ________________________________________

________________________________________________________________________

(list all children participating in co-op and any children who may be in the nursery)

minor(s) do hereby release and absolve said Judson Memorial Baptist Church, CFEC, their leaders, agents, sponsors, and any members from any and all liability for damages or personal injury caused to said minor(s) as a result of his/her/their participation in CFEC.

I further agree to indemnify and hold harmless Judson Memorial Baptist Church, CFEC, their leaders, agents, sponsors, and any members from any liability or personal injury, loss, or damage that may be sought by any party for any reason whatsoever as a result of said minor(s) participation in CFEC.  This form remains in effect for as long as I participate in CFEC or until it is replaced by a newer form.
Dated: _______________    Signature: _________________________________________

                                                                                                                                         (parent or guardian)

Emergency Medical Authorization

I, the undersigned parent or guardian of the above listed children, minors, do hereby authorize any necessary emergency medical treatment to be given to said minor, and specifically authorize any CFEC member, attending physician, or hospital to consent to medical treatment for the minor which they may deem necessary under the circumstances.  If I am unable to be located in case of emergency, please contact:

Name: ____________________________  Relationship: __________________________

Phone:  (_____) ____________________ 

Name: ____________________________  Relationship: __________________________

Phone:  (_____) ____________________

Please note any pertinent information below:

Child:  _____________________________ Allergy to medication:  __________________

Chronic illness/other: ______________________________________________________

Child:  _____________________________ Allergy to medication:  __________________

Chronic illness/other: ______________________________________________________

To grant medical authorization, sign below:       

Dated:  _______________  Signature:  _________________________________________

OR

I do not grant medical authorization and agree to remain on premises at all times as well as accompanying all my children on their field trips:

Dated:  _______________  Signature:  _________________________________________

