THIS DOCUMENT AFFECTS YOUR LEGAL RIGHTS – READ CAREFULLY BEFORE SIGNING
HEALTH HISTORY FORM/RELEASE FROM ALL CLAIMS – ASJHC-2019

Church




         Worship and Music Department
Last Name____________________​​​
Kentucky Baptist Convention
13420 Eastpoint Centre Drive

Louisville, KY 40223-4160

Name







 Birthdate

 Age
     Gender



Last


First

Middle
Parent/Guardian or Spouse








Home Phone



Address










Work Phone




Street & Number



City

State
Zip
In Emergency Notify





Address



Phone



Dates of Kentucky Baptist All-State Junior High Choir          November 15, 2019 – November 17, 2019_

WAIVER OF LIABILITY AND RELEASE OF CLAIMS
Recognizing that there is a risk of injury or death associated with virtually any type of activity, including those activities

which will be conducted as a part of ____ASJHC2019______ to be held at ____FBC London, London, Kentucky

on Friday, _Friday, November 15, 2019 – Sunday, November 17, 2019_ which will include, but not be limited to  _practices and Worship Experiences,               I, ____________________________________ [name of participant or guardian if participant is under 18], do hereby represent as follows: (check all which apply)

(      )
The participant has no physical, mental, emotional or other conditions or illness which would interfere with his/her ability to participate in any activity or that would endanger his/her health or safety or the health or safety of others.

(      )
The participant has a physical, mental, emotional or other condition or illness which might endanger his/her health or safety or the health or safety of others if he/she were to participate in the following activities:  ___________________________________________________.

(      )
The participant does not wish to participate in the following activities: _____________________________.
CONSENT TO TREATMENT AND WAIVER AND RELEASE OF LIABILITY
As evidenced by my signature below, I hereby consent to participate in or allow the participant to participate in the following activities:___ASJHC 2019__________, which I understand is to be conducted under the supervision of employees, agents and/or volunteers representing the following entities: _Kentucky Baptist Convention Worship & Music  (herein referred to collectively as “the Providers”).
In consideration of the Providers furnishing the opportunity for participation in the aforementioned activities, I agree as follows:

I fully understand and acknowledge that; (a) there are risks associated with the aforementioned activities; (b) by consenting to  participate or allowing my child to participate in those activities, I am accepting on behalf of my child and/or myself those risks and I recognize participation in those activities may result in injury, death or disability; (c) these risks may be caused by the negligence or gross negligence of the Providers; and (d) by consenting to and/or allowing participation in those activities, I hereby assume for my child and/or myself all risks and all responsibility for any consequences of participation, whether caused in whole or in part by the negligence, gross negligence, or other conduct by the Providers.
On behalf of myself, my child, our personal representatives, and our heirs and assigns, I hereby voluntarily agree to release, waive, discharge, hold harmless, defend, and indemnify the Providers from any and all claims, actions, or losses for bodily injury, property damage, wrongful death, loss of services or otherwise which may arise out of the aforementioned activities. I specifically understand that I am releasing, discharging, and waiving any claims or actions that my child and/or I may have presently or in the future for the negligent or grossly negligent acts or other conduct of the Providers.


I HAVE READ THE FOREGOING AND I UNDERSTAND THAT IT IS A RELEASE OF ALL CLAIMS.



_____________________________________________






PARTICIPANT NAME (Print)









_____________________________________________


__________________________



PARTICIPANT SIGNATURE (or Guardian if Participant is Under 18)
DATE



_____________________________________________



GUARDIAN NAME (Print)


MEDICAL INFORMATION FOR PARTICIPANT
Date of Birth:
____________
Social Security No. _______________________
Home Phone:
(      )_______________
Emergency Contact:
Name:

________________________
Home Phone (      )________________________



Address:
________________________
Work Phone  (      )                                                





________________________


Primary Physician:
Name:

_________________________
Phone:
(_____)__________________________



Address:
_________________________






_________________________
HEALTH HISTORY (Check – Give approximate dates)

	
	Disease
	Allergies* If yes, please give full details

	Frequent Ear Infections


	Chicken Pox



	Hay Fever, Etc.




	Frequent Colds/Sore Throats

	Measles




	Poison Ivy/Oak/Sumac



	Sinusitis/Bronchitis


	Mumps




	Insect Stings




	Strep Throat



	German Measles



	Penicillin




	Mononucleosis



	Whooping Cough



	Aspirin





	Heart Defect/Disease


	Tuberculosis



	Other





	Epilepsy/Convulsions


	Polio




	Food





	Bleeding/Clotting Disorders

	Diabetes




	SUBJECT TO  Sleep Walking


	Hypertension



	Asthma




	Bedwetting
   Fainting


	Stomach Problems


	Arthritis




	Constipation
    Other




Other Diseases or Details of Above












Recent Exposure to Contagious Disease










Operations or Serious Injuries (describe & give dates)









Are Immunizations up-to-date?



If no, explain






Date of Last Tetanus Shot




Date of Last TB Skin Test



Any Swimming or Activity Limitations?










Any Special Medical or Dietary Regimen to be Continued?








Any Specific Activities to be Encouraged?




Restricted?




Suggestions for All-State Youth Choir and/or Orchestra Personnel







Illnesses or conditions for which participant is currently being treated: _______________________________________________
Medications participant is currently taking:  ____________________________________________________________________

HEALTH INSURANCE:


Name of Company: _____________________________

Policy Number: _____________________

CONSENT TO TREATMENT


In the event that I am for any reason rendered incapable of making decisions regarding medical care for the participant, I do hereby consent to treatment, including diagnostic and surgical procedures; by a licensed physician should said physician determine that such treatment is necessary.






___________________________________________________________







PARTICIPANT SIGNATURE (or Guardian if Participant is Under 18) 






____________________________________






DATE
STATE OF KENTUCKY

COUNTY OF 




Subscribed and sworn to before me by _______________________________, this _______ day of _____________, 20__.


My Commission Expires: _________________________________








____________________________________________________







Notary Public, State at Large

WAIVER, Louisville, KY
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