
APPALACHIAN STATE UNIVERSITY


UNIVERSITY RECREATION

WATAUGA COUNTY SWIM TEAM
and


Release for Treatment/Indemnity Agreement

PLEASE READ CAREFULLY! TYPE OR PRINT LEGIBLY

Participant Name:                                                       

  Date of Birth:

 Age:



Male 
  or Female
                                                                                      
NOTE: In order to attend/participate/use University Recreation facilities: Swimming, locker rooms, and/or general areas of the facilities and all other activities sponsored by the University, this form must be signed by the participant or a parent/legal guardian (if participant is not eighteen) and turned into the University Recreation Department. Do Not Mail!

MEDICAL TREATMENT FORM/INDEMNITY AGREEMENT


(Participant or Parent/Guardian must complete)

I hereby authorize any medical treatment, which may be advised/recommended by the attending physician while at Appalachian.  I acknowledge and understand that in participating in the above-mentioned University Recreation facilities/activities, the possibility exists that I (my son/daughter) may sustain physical illness/injury (minimal, serious, and catastrophic), in connection with the above-mentioned activity.  I indemnity and hold harmless Appalachian State University as well as its representatives, from any claims for personal illness or injury that I (my son/daughter) may sustain during the above-mentioned activities.  I also give Appalachian permission to utilize any photographs of myself (son/daughter) for promotional use.  I also agree to abide by all policies set forth by the University and the University Recreation Division and fully understand that I will be held accountable for my actions.

Participant Signature: 












Parent or Guardian Signature (if under 18 yrs old):






 

(Please indicate relationship): 











Address of Parent or Guardian:                                                                                                     







Address
                                                                                                                             
 

City



State


Zip

                                                                                                       






Country

Phone Numbers: Day: (      )                                                  

  Night: (      )





Medical Information: Date of Last Tetanus Immunization:

Any Allergies to Medicine?                   If so, List 






 Any Conditions Physicians should be Aware of? 







 

Person to Notify in case of Emergency: 




 Relationship:



Emergency Phone-Day: (      )                                                      Night: (      )




Family Health Insurance Company:










Policy Number:




Phone Number: 







Company Address:  












JRC10 
