
 


Parent/Guardian Signature _______________________ Print Name____________________ Date ___________


												


														Revised 05/13





I give my permission for my above named student (s) to attend Veritas Christian Homeschool Group for the day. VCHG meets at North Fairfield Baptist Church at 6853 Gilmore Road Hamilton, Ohio. I release VCHG , its staff, sponsors, parents, and North Fairfield Baptist Church and its staff and sponsors from responsibility and liability for any injury that my student (s) may sustain during this activity. In the event of an emergency, I authorize Veritas Christian Homeschool Group, as agent for me, to consent to any medical emergency treatment such as x-ray examination, medical, dental or surgical diagnosis, treatment and hospital care advised and supervised by a physician, surgeon or dentist licensed to practice under the laws of the state where the services are rendered, either at a doctors office or in a hospital. Parents will be notified as soon as possible.





Doctor/Practice _________________________________________________Office # _______________________


 


Medical Insurance Co. ___________________________________________ Policy # ______________________





Student’s Name ____________________________________


 


Birth date ______/______/______ Grade as of Sept._______


 


Drug Allergies _____________________________________


 


Food Allergies _____________________________________


 


Medications_______________________________________


 


Physical Handicaps/Limitations


_________________________________________________





Student’s Name ____________________________________


 


Birth date ______/______/______ Grade as of Sept._______


 


Drug Allergies _____________________________________


 


Food Allergies _____________________________________


 


Medications_______________________________________


 


Physical Handicaps/Limitations


_________________________________________________





Student’s Name ____________________________________


 


Birth date ______/______/______ Grade as of Sept._______


 


Drug Allergies _____________________________________


 


Food Allergies _____________________________________


 


Medications_______________________________________


 


Physical Handicaps/Limitations


_________________________________________________





Student’s Name ____________________________________


 


Birth date ______/______/______ Grade as of Sept._______


 


Drug Allergies _____________________________________


 


Food Allergies _____________________________________


 


Medications_______________________________________


 


Physical Handicaps/Limitations


_________________________________________________





 Veritas Visitor Medical Release  


 


Date of Visit __________________________  How did you hear about VCHG?___________________________


 


Parents’ Names _______________________________________________________________________________


Address______________________________________________________________________________________


Home #___________________Cell #___________________ Email _____________________________________


Emergency Contact:


Name______________________________ Relation to Student _________________ Home/Cell#________________________________








