OSCEOLA PRESBYTERIAN CHURCH 
MEDICAL TREATMENT FORM

This form is to be signed yearly and kept on file in the Christian Education office.  For each off-site activity, a copy will be made including current dates of the activity.  Leaders will carry an “active” copy of the form for each participant of the activity.  This form does not take the place of a permission form, signed by a parent/guardian allowing minors to attend the function.


In presenting my son/daughter for diagnosis and treatment:
	I, (name of parent/guardian)_______________________________________, for 
(name of minor)________________________________________ of _____ years of age, 
date of birth ___________________, hereby voluntarily consent to the rendering of such care, including diagnostic procedures, surgical and medical treatment, and blood transfusion, by authorized members of a 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 treatment on the minor’s condition.  I have read this form and I certify that I understand its contents.

	We/I hereby give our/my consent to Osceola Presbyterian Church designee 
(one of the following named leaders)_Alice Dietze or Jim Dietze who will be caring for my minor child for the period of September 2025 to June 2026 to arrange for routine or emergency medical, surgical, dental care and treatment necessary to preserve the health of our/my child.  We/I acknowledge that we are responsible to all reasonable charges in connection with the care and treatment rendered during this period and in no way intend to hold Osceola Presbyterian Church or designees responsible for said costs.


Parents’ Names ______________________________ and _______________________________
Address_________________________________________Town__________________________
Telephone # ______________________________ Cell # _______________________________
Minor’s Physician ____________________________Physician’s Tel. #____________________
Physician’s Address_____________________________________________________________
Name of Health Insurance Carrier___________________________ Group # ________________
Insurance Carrier’s Address _______________________________________________________
Minor’s allergies________________________________________________________________
Date of last tetanus booster: ______________ Medicines taken by minor___________________


Signatures: ________________________________ and ________________________________
                                 Parent/guardian                                               2nd parent/guardian when available 

In case of emergency, I can be reached at ____________________________________________



YOUTH GROUP 2025-2026
OSCEOLA PRESBYTERIAN CHURCH
Full Name (first and last) _________________________________________
Name you prefer (nickname) _______________________________________
Street Address _________________________________________________
Town __________________________________ Zip Code________________
Home Telephone Number __________________________________________
Personal Cell Number _____________________________________________
Cell Number of Parent (mother)_____________________________________
                           (father)_____________________________________
Personal email address ___________________________________________
Parent email address _____________________________________________
Age ____________________  Grade in School ________________________
School attending ________________________________________________
Church Background (Osceola, another church, none) _____________________
What is the best way for us to contact you?
	_____ Home phone
	_____ Personal Cell phone
	_____ Text 
	_____ E-mail
	_____ Other ______________________________________________  
Please list on the back any special talents or interests that you may have.
