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                                           medical release
I (print name in full) _________________________________________

authorise Careforce Lifekeys of (address of church or organisation)

_________________________________________________________

to contact (name and contact details of doctor or therapist) 

_________________________________________________________

_________________________________________________________

in order to determine my suitability to participate in a Careforce Lifekeys 

program.

Signature ________________________________________________

Address _________________________________________________

Date _________________________

May 2009
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