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LEGAL NAME ____________________________________________Preferred name:____________ 

Date of Birth: __ __ /__ __ /__ __ __ __        Gender (Circle One): Male     Female    

 

CAMPUS (circle one):  Avenue South Brentwood Lockeland Springs Harpeth Heights  

   Nolensville Station Hill West Franklin  Woodbine  

Address ______________________________ City_____________________ State__________ Zip___________ 

EMERGENCY CONTACT INFORMATION: 

relationship to participant (circle one):  Spouse Parent Friend Other ________________ 

Name: _____________________________________   Mobile #: ______________________________ 

Emergency Contact (in case we cannot reach the above)    

relationship to participant (circle one):  Spouse Parent Friend Other ________________ 

Name: _____________________________________   Mobile #: ______________________________ 

MEDICAL INFORMATION: 

In the unlikely event that we would have to transport you to the hospital, we need all medical 

information possible. We will keep these on file in the ministry office for the 2022 calendar year. 

You will be responsible to notify us if your insurance information changes.  

GENERALLY, THE PARTICIPANT’S HEALTH IS: (circle one):  Excellent      Good      Fair        Poor 

If Fair or Poor, please explain the condition: _______________________________________________ 

CHECK the following health conditions that apply to the participant. If necessary, add another page 

with details.  Do you suffer from, or have you ever experienced, or are you being treated currently for 

any of the following: 

____Asthma / Breathing / Respiratory Issues    ____Physical Limitations*    ____Epilepsy / Seizure Disorder 

____Frequently Upset Stomach / Ulcers    ____Cardiac Issues    ____EPIPEN     ____Diabetes     

____Other __________________  

*Additional Information Required_____________________________________________________ 

List any major illnesses, injuries, or surgeries during the last year_____________________________ 

List any Food Allergies (please name) __________________________________________________ 

List any Drug Allergies (please name) ___________________________________________________ 

Last Tetanus Immunization Date:  ____/____/____    

(Please initial) ____ All immunizations are up to date 

Should this the participant’s activities be restricted for any reason?         Yes       No 

If yes, please explain: ___________________________________________________________ 

If necessary, describe in detail the nature and severity of any physical and/or psychological ailment, illness, propensity, 

weakness, limitation, handicap, disability, or condition to which you have and which the staff should be aware, and what, if 

any, action of protection is required on account thereof. Submit this notification in writing and attach it to this form.   

YOU MUST ATTACH A COPY OF YOUR MEDICAL INSURANCE CARD (FRONT & BACK). 

_____ INTIAL HERE IF PARTICIPANT IS NOT CURRENTLY INSURED. 
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LAST NAME   FIRST NAME   
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PERMISSIONS AND RELEASES: 

By signing below, the participant acknowledges that the participant named on page 1, will attend any 

Brentwood Baptist Church next gen activities from January 1, 2022 through December 31, 2022.  

 I understand that there are inherent risks involved in any ministry or athletic event, and I hereby 

release the Church, its pastors, employees, agents, and volunteer workers from any and all liability for 

any injury, loss, or damage to person or property that may occur during the course of my involvement.  

This consent form gives permission to seek medical attention as deemed necessary, and releases the 

Church and its staff of any liability against personal losses of participant. In the event that I am injured 

and requires the attention of a medical provider, I consent to any reasonable medical treatment as 

deemed necessary by a licensed provider. In such an event where treatment is required, from a provider 

and/or hospital personnel designated by the Church, I agree to hold such person(s) free and harmless of 

any claims, demands, or suits for damages arising from the giving of such consent. 

 I also acknowledge that we will be ultimately responsible for the cost of any medical care 

should the cost of that medical care not be reimbursed by the health insurance provider. Further, I 

affirm that the health insurance information provided above is accurate at this date and will, to the best 

of my knowledge, still be in force for the participant named on page 1. I also agree to bring myself home 

at my own expense should I become ill or if deemed necessary by a Brentwood Baptist Church  staff 

member. 

 I also give permission to Brentwood Baptist Church to photograph and/or video tape me for 

promotional purposes of Brentwood Baptist Church.      

By signing below, I am agreeing that the information provided above is correct and true to the best of 

my knowledge. 

 

Name (Print) _______________________________________ 

  

Name (Signature) ____________________________________  Date: ___________________ 

 

 

A
D

U
LT

 M
ED

IC
A

L 
R

EL
EA

SE
 

2
0

2
0

  M
ED

IC
A

L 
&

 R
EL

EA
SE

 F
O

R
M

 


