Trip to IMA World Health
On Saturday, April 27, 2013, we will be visiting IMA World Health located at 500 Main Street in New Windsor, Maryland 21776, to help to assemble Safe Motherhood Kits for new and expectant mothers in underprivileged situations around the world. We will meet at WBC at 10:00 a.m. and we will return at approximately 12:30 p.m. 
In case of emergency, you will be able to reach Beth Richardson at 410.960.1161.
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

FAITH IN ACTION (FIA) ACTIVITY PERMIT
Westminster Bible Church   310 Gorsuch Rd.   Westminster, MD  21157
TO WHOM IT MAY CONCERN:

As a parent and/or guardian, I do herewith authorize treatment under the direction of any licensed physician of the following minor in the event of a medical emergency which, in the opinion of the attending physician, may endanger his or her life, cause disfigurement, physical impairment, or undue discomfort if delayed.  This authority is granted only after a reasonable effort has been made to reach me by phone at the numbers listed below.

The undersigned assumes the responsibility for any costs connected with such treatment and hereby releases the church where participant attends FIA from any liability therefor.

NOTE: 
If contact info is already on file, complete only name, any changes, and signature. Thank you! 
Event & Date: Apr 27 Trip to IMA World Health_______
This release form is completed and signed of 







            my own free will with the sole purpose of 

Name of Minor: _________________________________
authorizing medical treatment under 









            emergency circumstances in my absence.

Address: _______________________________________









__________________________________________

_______________________________________________

     Father-Mother-Legal Guardian

Home Phone: ________________  Cell Phone: _________________  

Family Physician: ____________________________
Phone: ______________________

Specific medical allergies, chronic illnesses, or other conditions:________________________________

_____________________________________________     Date of last tetanus shot: ___________________


Other contact in case of emergency (person):____________________________________

Phone: _______________________

