Please fill out both sides.



Form F1

Union Congregational UNITED Church OF CHRIST
716 s. MADISON STREET

GREEN BAY, WISCONSIN 54301

(920) 437-9266

HEALTH FORM

Child/Youth’s Name ___________________________________________________ Date _______________
Complete Address _________________________________________________________________________


_______________________________________________ Birthdate ___________________
Parent/Guardian Name(s) ____________________________________________________________________
Home Phone:  (    ) ___________________________
Cell Phone:  (    )  ____________________________
Work Phone:  (    ) ____________________________
Email address: ______________________________
Who should be contacted if parents can’t be reached in an emergency?


Name _____________________________________________


Address ___________________________________________  Home Phone: (    ) ____________

Work Phone:  (    ) ___________________________

Cell Phone:  (    )  ____________________

Child/Youth’s Health Insurance Company ___________________________  Policy/Group # ___________

I give permission for (Child/Youth’s name) _____________________________________, to participate in 

_____________________________________________________________________ sponsored by Union 

Church’s ____________________________________________ .  I give my permission to the church staff 





group’s name

members and/or volunteers to secure whatever medical or dental care might be required in the case of emergency or accident involving my child/youth.  I understand that reasonable effort to notify me will be made.

Is the above named child/youth currently under a doctor’s care or treatment?  ______ Yes  ______ No.


If yes, describe the diagnosis and symptoms.

Preferred Doctor: ___________________________________  Phone #: ___________________________

Preferred Dentist: ___________________________________  Phone #: ___________________________

Preferred Eye Doctor: ________________________________  Phone #: ___________________________

Preferred Hospital: ______________________________________________________________________

The church staff members and/or volunteers of Union Church may ask to meet with you regarding your child/youth’s health and safety.  A pastor may require a signed specific consent to consult with your child/youth’s doctor about risks that participating in an event may pose.  The child/youth’s participation in activities may be contingent upon this meeting and consent.

(Please fill out the other side of this form.  Thank you!)












                 Form F2

It is the guideline of Union Church that all prescription drugs be administered by an adult church staff member and/or volunteer while the child/youth is participating in a church event, even if the child/youth self-administers while at home.  If the child/youth uses a prescription inhaler or ointment, those medications may be in the possession of the child/youth.  However, a reserve supply must be in the possession of an adult staff member and/or volunteer.

Is the above named child/youth required to take any prescription medication?  __ Yes  __ No.


If yes, list each medication, purpose, dose and frequency of administration.

It is the guideline of Union Church that all over-the-counter drugs be administered by an adult church staff member and/or volunteer while the child/youth is participating in a church event even if the child/youth self-administers while at home.

Does the above named child/youth routinely use any over-the-counter medications? __ Yes  __ No.


If yes, list each medication, purpose, dose and frequency of administration.

Violation of these guidelines may result in the child/youth being sent home from the church event and potentially excluded from future events.

Is the above named child/youth allergic to any medication?  ______ Yes  ______ No.


If yes, list all known medications to which the child/youth is allergic.

Is the above named child/youth allergic to any foods or other substances?  ______ Yes  ______ No.


If yes, list all known allergies and reactions.

Are there any physical activities in which the above named child/youth should not participate?  

______ Yes  ______ No.


If yes, describe the activities.

Date of child/youth’s most recent tetanus shot ______________________________.

Signature of parent/guardian:  ____________________________________  Date: __________

