
StudentΩs Name___________________________________________________________________________ 

Parent / Guardian Name ____________________________________________________________________ 

Address_________________________________________ City_____________________________________ 

Best Number to Contact (Phone)______________________________ Email___________________________ 

Age____________ Date of Birth ___________________________ Last Grade Completed ________________ 

Home Church _____________________________________________________________________________ 

Friends attending that you would like to be with _________________________________________________ 

Anything we need to know about your child ____________________________________________________ 

________________________________________________________________________________________ 

Emergency Contact: 

 Name_______________________________________ Phone ________________________________ 

 Name_______________________________________ Phone ________________________________ 

Dismissal Information: 

 Name(s) of person(s) who may pick up your child from VBS 

 __________________________________________________________________________________ 

Tshirt Size    

Child Small ___ Child Med___ Child Lrg___  Adult Small___ Adult Med___ Adult Lrg___ Adult XL___ 

 

 

 

 

 

304 N Main St Searcy   501.268.5896     www.searcyfumc.com 



 

MEDIA RELEASE:  

___I give permission for my childΩs photo/video to be released onto marketing materials including web-site, newsletters, circular, 

or any other written or electronic medium by SFUMC.  

____I do NOT give permission for my childΩs photo/video to be released.  

 

MEDICAL RELEASE  

To: Any military, government, public or private hospital and doctor.  

RE:_______________________________________________________________ (name of child)  

I, hereby, authorize the performance of any medical or surgical procedure, under local or general anes-thesia which may be ad-

vised by the attending physicians of my child while a patient of any U.S. hospital. Furthermore, I request the use of any of the hos-

pitalΩs services or facilities which may be regarded as necessary or beneficial in the performance of the said procedure.  

Let this be your authority to treat and admit my child, until I am able to arrive at your hospital and formally sign the necessary pa-

pers. It is understood that this authorization is given in advance of any specific diagnosis or emergency treatment being rendered.  

 

My child is allergic to:_________________________________________________________________________________________  

 

Medical Conditions___________________________________________________________________________________________  

Please list any other medical condition or matter you would like to share that would allow us to better serve, and minister to, your 

child. (ADHD, Autism Spectrum Disorder, etc.) 

___________________________________________________________________________________________________________  

___________________________________________________________________________________________________________ 

 

Drugs currently being taken:___________________________________________________________________________________  

When:_____________________________________________________________________________________________________ 

 

Family Physician:____________________________________________________________________________________________  

Insurance Carrier name:______________________________________________________________________________________  

Policy#:____________________________________________________________________________________________________ 

 

Parent Signature:____________________________________________________________________________________________ 

Date: ____________________________________________________ 


