Chilhowee Association Inc. 
Participant Medical & Liability Release (page 1)

Participant Full Name ___________________________________ Preferred or Nick Name ________________________
Group Attending  with ____________________________________Date(s) ______________________
Birthdate (M/D/Y) ___ /___/_____ Gender [Circle One]: M or F 
Parent(s)/Guardian(s) ________________________________________________________________________________
Address__________________________________________ City ________________State_______ Zip Code__________
Phone Numbers:  Home _____________________________ Parent/Guardian other number ________________________

Emergency Contact Name________________________________________*Please put someone beside primary contact*
Phone_______________________________ 	Relationship to participant _____________________________________

Health Information

Family Physician_______________________________________________Phone________________________________
Does the participant require any medications during the tripe Fro that they need assistants with? □YES □NO     If yes, please provide complete dosage and frequency details for our staff on a separate piece of paper with parent or guardian signature confirming information and attach it to the medications provided.

Check the following medical conditions that you have or have had in the past:

___nosebleeds___sleepwalking
___bronchitis
___ADD/ADHD 
___diabetic 
___cardiac problems
___hay fever
___kidney trouble


___earache
___headache
___frequent colds
___abscessed ear
___sore throat
___fainting

other:__________________________________________________________________________________________
Last Tetanus Shot (month/year) _____/______ 
Does participant have asthma? □YES □NO   
If yes, does the participant require medication for their asthma? □YES □NO   
What medications? __________________________________________________________________________________
Allergies: Does the participant have any allergies? □YES □NO   
FOOD - __________________________________________________________________________________________
MEDICATIONS - _________________________________________________________________________________
ENVIRONMENTAL - ______________________________________________________________________________
Serious reactions to: 		□ Poison Ivy		□ Poison Oak		□ Poison Sumac	□ Bee Sting 
Does participant have any mental/psychological diagnoses? □YES □NO   If yes, explain _________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

Does the participant have any health issues that affect physical activity/exertion? □YES □NO   If yes, please explain: __________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

Insurance Information
Health Insurance Company ___________________________________________________________________________
Address _______________________________________________________ Phone _____________________________
Policy #  ______________________________________Group #

Chilhowee Association Inc. Participant Medical & Liability Release (page 2)
Participant Name ___________________________________________________________________________
Group Attending  with ___________________________________Date(s) ___________________ 

Release Agreement

___ I grant my permission for the above named person to participate in activities as a guest of Chilhowee Association Inc. I understand the risk involved in volunteer projects that may include light construction activities. I have carefully considered the risk involved and agree to hold Chilhowee Association, its employees and volunteers harmless for all personal injury which could result from participation in these activities. 

___ I acknowledging that there may be photographs taken or videotaping during normal project or event activities and these photos/videos may be used in promotional materials and social media, I hereby grant my permission for such photographs/videos to be taken and to be used in promotional materials and social media.

[bookmark: _GoBack]___ I accept all financial responsibility for the well-being of myself, or my child/dependent, and authorize the Chilhowee Association Inc. to obtain medical attention for myself, or my child/dependent, in case of sickness or injury. A copy of this form is valid as the original in the event of an accident, injury, or illness. My personal insurance or the sponsoring group’s insurance will serve as the primary medical coverage provider. Travel Insurance may be required for international trips at an additional cost to the participant.

___ By signing below I agree to all terms and conditions as listed on this form. I verify that the above information is correct and hereby release the Chilhowee Association Inc. any and all claims, demands, and actions past, present, or future arising out of any damage, injury, death, or loss of property while participating in the ministries of Chilhowee Association Inc.


Participant Signature ____________________________________________________________ Date____________

Parent/Guardian Signature (if under 18) _____________________________________________ Date____________






