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GDQFH�DFWLYLWLHV�RIIHUHG�E\�)LUVW�)ULHQGV�&KXUFK���,�XQGHU�
VWDQG� WKDW� WKHUH� DUH� ULVNV� ZKLFK� PD\� LQFOXGH� GLVDEOLQJ�
LQMXU\�DQG�RU�GHDWK�LQYROYHG�LQ�DOO�SK\VLFDO�DFWLYLWLHV�DQG�,�
DJUHH� WR� IDPLOLDUL]H�P\VHOI� ZLWK� DOO� HTXLSPHQW�� IDFLOLWLHV��
UXOHV�DQG�SK\VLFDO�GHPDQGV�UHODWHG�WR�WKH�DFWLYLWLHV� 
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Person to contact in emergency: 
___________________________________________________ 
 

Phone    ____      Home     Work     Cell 
 

Phone    ____      Home     Work     Cell 
 

Second contact in emergency: 
 

      ____ 
 

Phone    ____      Home    Work     Cell 
 

Phone    _____     Home    Work     Cell 

Please list any allergic reactions, serious injuries or special medical  
procedures.  _______________________________________ 
 

_____________________________________________________ 

 

Hospital Preferred     _ 
 

Doctor _______________________________________________ 
 

Dentist _______________________________________________ 
 
I have read the Waiver and Consent and I give my permission to 
the staff to secure a licensed physician in the case of an emergency 
to provide the necessary care. 
 

_____________________________________________________ 

Signature and Date 


