BETHEL UNITED METHODIST CHURCH

245 S. CHURCH STREET 

SPARTANBURG, SC 29306

TELEPHONE (864) 585-4801

FAX (864) 585-4961

MEDICAL AUTHORIZATION FORM
PARTICIPANT’S NAME: ________________________________________________

I, __________________________________________________________________________________,

                   (PARTICIPANT’S NAME OR IF UNDER 18, PARENT/GUARDIAN’S NAME) 

HEREBY AUTHORIZE AND REQUEST MEDICAL CARE BE ADMINISTERED TO MYSELF (MY CHILD), WHILE ATTENDING AND PARTICIPATING IN THE STUDENT MINISTRY PROGRAMS AND ACTIVITIES OF BETHEL UNITED METHODIST CHURCH, BY THE STUDENT MINISTRY STAFF AND SUCH HOSPITAL AND/OR ANY OTHER MEDICAL DOCTOR OR MEDICAL INSTITUTION WHICH MIGHT RENDER SERVICES IN EVENT OF INJURY, ILLNESS, OR ACCIDENT.  

I FURTHER AUTHORIZE AN ADULT, IN WHOSE CARE THE PARTICIPANT HAS BEEN ENTRUSTED, TO CONSENT TO ANY X-RAY EXAMINATION, ANESTHETIC, MEDICAL, SURGICAL, OR DENTAL DIAGNOSIS OR TREATMENT, AND HOSPITAL CARE, TO BE RENDERED TO THE PARTICIPANT UNDER GENERAL OR SPECIAL SUPERVISION AND ON THE ADVICE OF ANY PHYSICIAN OR DENTIST LICENSED UNDER THE PROVISIONS OF THE MEDICAL PRACTICE ACT ON THE MEDICAL STAFF OF A LICENSED HOSPITAL, WHETHER SUCH DIAGNOSIS OR TREATMENT IS RENDERED AT THE OFFICE OF SAID PHYSICIAN OR AT SAID HOSPITAL. 
THE UNDERSIGNED SHALL BE LIABLE AND AGREE TO PAY ALL COSTS AND EXPENSES INCURRED IN CONNECTION WITH SUCH MEDICAL AND DENTAL SERVICES RENDERED TO THE AFOREMENTIONED PARTICIPANT PURSUANT TO THIS AUTHORIZATION.

IN ACCORDANCE WITH THE PROTECTIVE HEALTH INFORMATION PORTION OF THE HEALTH INSURANCE PORTABILITY ACCOUNTABILITY ACT, THE UNDERSIGNED DOES GIVE PERMISSION FOR THE RELEASE OF PERSONAL MEDICAL INFORMATION OF THE ABOVE MENTIONED PARTICIPANT, PERTAINING ONLY TO THE MEDICAL SITUATION INVOLVING BETHEL UNITED METHODIST CHURCH.

A PHOTOSTAT COPY OF THIS AUTHORIZATION SHALL BE CONSIDERED AS EFFECTIVE AND VALID AS THE ORIGINAL FOR ONE YEAR FROM DATE OF SIGNATURE.

_____________________________________________                                                       ________________
PARTICIPANT’S OR PARENT/GUARDIAN’S SIGNATURE                                                                     DATE
                    (IF PARTICIPANT IS UNDER 18)

HOME ADDRESS: _______________________________________________________________________

CITY: ____________________    STATE: _______ ZIP: __________ PHONE: ______________________

ALTERNATE EMERGENCY CONTACT/NAME: ____________________________________________ 
ALTERNATE EMERGENCY CONTACT PHONE: ___________________________________________
PARTICIPANT’S SOCIAL SECURITY NUMBER: ___________________________________________

PARTICIPANT’S DATE OF BIRTH: _________________________________

