              MEMORIAL DRIVE UNITED METHODIST CHURCH

NIGHTLIGHTS REGISTRATION FORM

- Child’s full name: _____________________________________      Birthday: _______

Address: _____________________________________________        

Allergies: _____________________________________________      Age: ___________

Current Medications: ______________________________________________________

Medical Conditions: _______________________________________________________

- Child’s full name: _____________________________________      Birthday: _______

Address: _____________________________________________        

Allergies: _____________________________________________      Age: ___________

Current Medications: ______________________________________________________

Medical Conditions: _______________________________________________________

- Child’s full name: _____________________________________      Birthday: _______

Address: _____________________________________________        

Allergies: _____________________________________________      Age: ___________

Current Medications: ______________________________________________________

Medical Conditions: _______________________________________________________

HOSPITAL INSURANCE INFORMATION

Practitioner’s Name: ______________________________     Phone: ________________

Insurance Provider: _______________________________     Hospital: ______________

(attach copy of both sides of card)

PARENTS/GUARDIANS

- Mother/Guardian Name: _________________________________

Address: ______________________________________     Employer: ______________

Home Phone: ____________     Work Phone: _____________     Other: _____________

- Father/Guardian Name: _________________________________

Address: ______________________________________     Employer: ______________

Home Phone: ____________     Work Phone: _____________     Other: _____________

EMERGENCY CONTACTS

- Name: _____________________________________     Relationship: ______________

Address: ____________________________________      Employer: ________________

Home Phone: ____________     Work Phone: _____________     Other: _____________

- Name: _____________________________________     Relationship: ______________

Address: ____________________________________      Employer: ________________

Home Phone: ____________     Work Phone: _____________     Other: _____________

- Name: _____________________________________     Relationship: ______________

Address: ____________________________________      Employer: ________________

Home Phone: ____________     Work Phone: _____________     Other: _____________

In the event I cannot be reached for emergency medical care, I hereby authorize a member of the Memorial Drive United Methodist Church Nightlights Staff to take my child_____________ to Doctor ______________ or to an area hospital for emergency treatment.

________________________________________________________________________

Parent or Guardian





Notary

________________________________________________________________________

Date







Date

