
 

 

 

R & R Retreat Missions Medical Release Form 2026 

PLEASE PRINT 
 
__________________________________________    ___/___/ ___         (____) ___________      M    F 
Name of Participant                      Birth Date             Phone #                   Circle One 

 
_______________________________________________________________ 
Home Address:    Street          Town            Zip                        Parish 

  

 

___________________________  ___________________     (____)__________ 
Emergency Contact                                     Relationship to you                      Phone # 

 

_____________________________________________________ ____________________________ 
Complete Name of Insurance Company                           Policy Number/Group Number 

___________________________________     
Name on Insurance Card                 Employer’s Name 

****Must Enclose a Copy of both sides of the Insurance Card**** 
 

Are there any limitations to the activities in which the volunteer can participate? Yes__ No__ 
_________________________________________________________________________________
_________________________________________________________________________________ 
If yes, please explain 

Is there anything about the volunteer’s health that we should be aware of? 
_________________________________________________________________________________
______________________________________________________________________________ 
  
_____Severe Allergic Reactions (Bee Sting/Food/other)    Will you have an Epi Pen? Yes___ No___     
 

If you have listed anything above, please submit a statement of how the person has been 
treated and with what medication(s)  
_________________________________________________________________________________
_________________________________________________________________________________ 
 

Current Medications: (Name, Dosage, frequency and reason for medications) 

_________________________________________________________________________________ 
All medication must be in the original containers 

 
PLEASE BE ADVISED, ADULTS CANNOT DISPENSE MEDICATION  

 
Date of TETANUS BOOSTER: ___/___/___ Most recent physical exam: ___/___/___ 
            Most Recent                                                          should be within the last 12 mos. 

 
Emotional/Psychological condition(s) and/or concerns: 
_________________________________________________________________________________________ 
 
 
 
 
 



 

 

 

R & R Retreat Missions Medical Release Form 2026 

 

FOR PARENT OR GUARDIAN: 
 
During the volunteer’s week, he or she will ride in vehicles.  It may happen that your 
child will ride in a vehicle driven by an adult chaperone other than your child’s group 
leader.  All vehicles will only be driven by adult chaperones during the week. In the 
event that a bus is utilized a licensed bus driver will be driving with chaperones 
onboard. 
 
In case of medical or other emergency, I designate the leader of the group (or his/her 
delegate) to seek the appropriate attention.  I certify that the above information is 
correct and give permission for the release of medical records to the attending 

physician.   
______________________                                   ___________ 
Parent or Guardian Signature   Printed Name             Date 

 

Daytime Phone: __________________   Evening Phone: ________________ &  

 

Cell Phone: ________________________  


