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MEDICAL TREATMENT FORM

(Required for all participants, adults and students)
Name _______________________________________________ Date of Birth_______________ 

Address ___________________________________________ City _______________ State ______ Zip _________ 

Home Phone ___________________________ Social Security # ________________________ 

EMERGENCY CONTACT PERSON 
Name _______________________________________________________ Relationship: ________________________ 

Address ___________________________________________ City __________________ State ______ Zip _________ 

Home Phone __________________ Cell Phone ________________ Work Phone __________________ 

ALTERNATE CONTACT PERSON 
Name ________________________________________________________ Relationship: ________________________ 

Address _______________________________________________ City _______________ State ______ Zip _________ 

Home Phone __________________ Cell Phone ________________ Work Phone __________________ 

* If you have medical insurance your carrier will be billed for medical charges in the case of illness or injury while you are participating in any activity sponsored by Breakout. 
Do you have health insurance? Yes / No 
Name of Insurance Company: ___________________________________________ Policy # ______________________ 

Group #_________________________ In Whose Name is the Insurance? _______________________ 

Family Doctor: ____________________________ City ______________ Phone _________________ 

* If you should require medical attention for injuries received or illnesses contracted prior to participating in an activity with Breakout, please send us the necessary information so that we are aware of any needs that may arise during an activity. 
HEALTH HISTORY: 
Pre-existing or present medical conditions: ______________________________________________________________ 

___________________________________________________________________________________________________ 

Name and Dosage of any medications that must be taken: _________________________________________________ 

Allergies: ___________________________________________________________________________________________ 

Major illnesses during the past year: ____________________________________________________________________ 

Last Tetanus Shot: __________ Swimming Restrictions: ____________________________________________________ 

Activity Restrictions: _________________________________________________________________________________ 

Any other important medical information: _______________________________________________________________ 

____________________________________________________________________________________________________ 

STATEMENT OF PARENTAL MEDICAL AND LIABILITY RELEASE: 
I understand that in the event medical intervention is needed, every attempt will be made to contact immediately the persons listed on this form. In the event one of them cannot be reached in an emergency I hereby give my permission to the physician or dentist selected by the activity leader to hospitalize, to secure medical treatment and/or to order an injection, anesthesia, or surgery for myself as deemed necessary by a qualified physician. 

I understand that my insurance coverage for myself will be used as primary coverage in the event medical intervention is needed. 

I understand all reasonable safety precautions will be taken at all times by Breakout and its agents during events and activities. I understand the possibility of risk. I agree not to hold Breakout, partnering churches, its leaders, employees, or volunteer staff liable for damages, losses, diseases, or injuries incurred by the subject of this form. 

Signature: _______________________________________________ Date_________________
