
THEROCKCHURCH 
LIABILITY RELEASE FORM 

 
* Child’s Last Name ______________________ First ___________________________ 
 
Home Address ________________________________ City _________________  
 
State _______Zip/Postal Code _________________         Home Phone __________________  
 

* Father’s Name _________________________ Work Place ____________________________ 
 
Business Address ______________________________ City _________________ State ____ 
 
Zip/Postal Code _________________  Business Phone _______________________ 
 
* Mother’s Name ________________________ Work Place _____________________________ 
 
Business Address ______________________________ City _________________ State ____ 
 
Zip/Postal Code _________________  Business Phone _______________________ 
 
I give permission for myself/my child to take part in activities at Grid 29:11. I release, The Rock Church, (their employees 
and agents) from any and all liability to myself/my child because of injury to myself/my child during activities at Grid 
29:11.  If and when an emergency occurs, when I cannot be reached, I hereby authorize The Rock Church to take 
myself/my child to a physician or for emergency room treatment at the nearest available hospital with required treatment 
capabilities/facilities. I understand the financial obligations for this trip/visit are mine. 
 
Please check the insurance status that applies to you: 
 
___ No Insurance 
 
___ Blue Cross/Blue Shield Policy # _______________________________________________ 
 
___ Other Commercial Insurance Company _____________________________________ 
 
Policy # _______________________________________________________________________ 
 
If there is any information or procedures that we should know about your insurance, please list them:  
 
_________________________________________________________________________________________________ 
 
Is your child currently taking any medication? _____ If yes, what kind(s)? 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

List any allergies to medicine: 
 
_________________________________________________________________________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 
If your child is currently receiving any kind of medication or has any medical condition that we should know about, please 
list them and any specific instructions that we may need to know:  
 
_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 

 
I have read the above statements and hereby give my written consent. 
 
Signature (Parent/ Guardian if under 18)__________________________________ 
 
 Date  

____/____/____ 


