[image: image1.jpg]


[image: image2.png]


CITY OF RED BLUFF PARKS AND RECREATION DEPARTMENT
WAIVER AND LIABILITY RELEASE
Parent Name: _____________________________ Email Address: ____________________________________
Address:___________________________________ City, State, Zip: ___________________________________
Home/Cell Phone: ________________________  Work Phone: ____________________________________

Alternate Contact Name: _____________________________ Phone Number: ____________________________
Participant’s Name: _____________________ Participant’s Age: ____ Birth date: _________School: __________
PHOTOGRAPHY RELEASE 
The City of Red Bluff may photograph your child in a City of Red Bluff sponsored activity. The City would like to utilize these photos to promote, sponsor or advertise our facilities, activities and program participants for potential future use in advertising brochures/media format or on the City’s web page. All photos will remain the property of the City of Red Bluff. If requested you may receive your photo with no cost incurred. _______ (Initial Here)
CONSENT TO MEDICAL TREATMENT OF MINOR
I hereby give my consent to have the above applicant treated by a physician or surgeon in case of sudden illness or injury while participating in City of Red Bluff sponsored activities. It is understood that the City of Red Bluff provides no medical insurance for such treatment, and that the cost thereof will be at my expense. If a personal physician is listed below, every effort will be made to contact such physician. The location of the activity or the nature of the illness or injury may require the use of emergency medical personnel. I further agree that the City of Red Bluff may act in an emergency as best fits the situation in the event either myself or emergency contact cannot be reached. ______ (Initial Here)
Name of Personal Physician: ___________________ Physician’s Phone Number: ____________________

LIABILITY RELEASE

INSURANCE IS THE RESPONSIBILITY OF THE PARTICIPANT.

In consideration of being permitted to participate in the program or league mentioned for recreational benefits to myself, my child or charge or my heirs, I and my heirs and assigns do hereby release, discharge and covenant not to sue the City of Red Bluff, Red Bluff Elementary & High School Districts, Amateur Softball Association of America, Red Bluff Community/Senior Center, it’s directors, officers, supervisors, sponsors, referees, umpires or other employees or agents arising out of any personal injury, death or property damage that is incurred by myself, my child or charge during said participation, whether active or inactive, but only in proportion to and to the extent such liability, claims, damages, losses, expenses, or attorneys’ fees, are caused by or result from the negligent acts or omissions of Applicant, its officers, employees, agents, guests or invitees.  I also fully understand that there may be some risks involved in participation, including but not limited to those associated with weather conditions, facility conditions, equipment and the conduct of other participants.  I have read this document and I elect to accept all risks associated with the participation in said activity and I, therefore, voluntarily sign my name evidencing my acceptance of the above provision for myself, my child or charge.              _________ (Initial Here)
PERSONS AUTHORIZED TO PICK YOUR CHILD UP FROM FUN ZONE PROGRAMS
Name: ____________________ Phone Number: ______________ Relation to child: __________________

Name: ____________________ Phone Number: ______________ Relation to child: __________________

Name: ____________________ Phone Number: ______________ Relation to child: __________________

________________________

_______________________

_​​​____
_____
Print Name (Parent or Guardian) 

    Parent or Guardian Signature
    
 
Date: 
Medical Information:

Medications will be kept in the designated Medication Container in their original containers. Children may not keep medications of any type with them or in their bags. WE CANNOT BE RESPONSIBLE FOR ADMINISTERING MEDICATIONS. We will remind the child when to take it and help them with getting it out of the container if needed. We cannot allow a child to take any medication, (over the counter or prescriptions) without this form. 

PLEASE NOTE: All medications need to be picked up from Fun Zone no later than 1 Week after camp ends. After that date, all medications will be disposed of or destroyed. Thank you in advance for picking up your child’s medications upon their last day of camp.

	Medication Name


	

	Date Prescribed


	

	Condition/Illness


	

	Dose(s)

Times/Amounts
	

	Side Effects


	

	Special Considerations

(taken on an empty stomach? Etc…)
	

	Does medicine need to

 travel with child?
	

	Prescribing Doctor


	

	Prescribing Doctors 

Phone Number
	


Child’s Name: ___________________  


Date of Birth: ___________________

Please list any additional information that may help us with your child.
(Food Allergies, special considerations)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________

_______________________

_​​​____
_____
Print Name (Parent or Guardian) 

    Parent or Guardian Signature
    
 
Date: 
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