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STAMP MEDICAL WAIVER AND INFORMATION FORM



Name, address, and phone number of participant’s primary care physician:
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Participant's medical insurance carrier:


Group and subscriber numbers: _______________________________________________

Participant is taking the following medications:


Participant has the following physical limitations and/or conditions:


The person to contact in case of emergency:

Name: _______________________________________________________________________

Address: _____________________________________________________________________

Telephone: __________________________________

Relationship: _________________________________


I hereby give my consent to The Moody Church to authorize treatment on my behalf in the event of an emergency. I agree I am responsible for any and all cost incurred for such care, and I agree to reimburse the Church if any costs are advanced on my behalf.


Name of Participant (Print): ______________________________________________________


Signature: ____________________________________________________________________


Date: ________________________________________________________________________
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