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All information is completely confidential
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Calvary Baptist Church


163 N. Jefferson Circle


Oak Ridge, TN   37830


865-483-7460





Missions


Medical Form








Name:      _______________________________________     ________________________________________________   ___________


	Last					   First						     Middle Initial					





Street Address:





City, State, Zip:





Home Phone:





Cell Phone:





Sex:  Male  �  Female: � 





Date of Birth:





Age:





Emergency contact name:





Relationship:  Parent  �   Spouse  �   Friend  �   Guardian  �  Other:





Address:





Home Phone:





Cell Phone:





Work Phone:





Rate your current Health: Excellent  � Good  � Fair  � Poor  �     If you checked Fair or Poor please explain below:





Name of Family Doctor:





Office Phone:





Please check any that apply to you:  Asthma  �  Sinusitus  �  Brochitis  �  Hay Fever � Diabetes  �  Vertigo  � Dizziness  �  Kidney problems  �  Heart problems  �  Stomach problems  �  Loss of, or limited use, of any of your limbs or extremities �            Please explain:




































































Please list all prescribed medications that you are currently taking, including dosage, time of dose, and doctor:


Medicine			Dose		Time		Doctor


	_________________________________	___________	____________	_________________________


	_________________________________	___________	____________	_________________________


	_________________________________	___________	____________	_________________________


	_________________________________	___________	____________	_________________________


	_________________________________	___________	____________	_________________________


	_________________________________	___________	____________	_________________________


	_________________________________	___________	____________	_________________________


	_________________________________	___________	____________	_________________________


          





Please list all allergies, including allergies to any medications:





Please list any special dietary needs you may have:





Name of Insurance:





Policy Number:





Name of Subscriber:





Place of employment:                                                                                                    














My permission is granted to obtain necessary medical attention in case of sickness and/or injury to me or my child.  Also, I hereby release and forever discharge Calvary Baptist Church and any and all members of Calvary Baptist Church  from any and all claims, costs, demands, actions or causes of action, past, present, or future arising out of any damage or injury while employed by or participating in this missions project.  I agree to indemnify Calvary Baptist Church for any and all claims, demands, damages, injuries, costs, suits or causes of action, past, present, or future arising out of or caused by myself or my child while participating in this mission project.


Participants Signature:_____________________________________________________   Date:____________________________


Parent/Guardian Signature:_________________________________________________   Date:____________________________








