Please Complete Both Sides

PROJECT REACH
Disclosure

Project Reach is a program involving a variety of activities that often include games, group initiative problems, high and low ropes course elements, paintball and other rigorous physical adventure-based activities including but not limited to backpacking, rock climbing, and whitewater rafting. The level of participation in a Project Reach program activity is always voluntary. There is a risk, which must be assumed by each participant that he or she may suffer emotional or physical injury, disability, or death.

Project Reach programs also require certain health/medical information which must be made known to the instructor(s) conducting the programs so they will be prepared to respond appropriately if the need arises.  This information will be held in confidence.
Participant Information
Name___________________________________________________ Date of Birth ______________________

Address __________________________________________________________________________________

_________________________________________________________________________________________




City







 State 



Zip
Telephone Number (____) _________________________     Social Security # ________-_______-_________ 
In case of an emergency, contact...
Name/Relationship:_________________________________________________________________________
Phone: _______________________________________ Work phone: _________________________________
Please circle one

Yes  No 
1. Do you have any limiting disabilities or conditions (temporary or permanent) that could limit your


participation? If yes, please explain.

Yes No 
2. Are you currently taking medication, prescription or over the counter? If yes, please explain.

Yes No 
3. Do you have any allergies to foods, drugs, insects bites/stings? If yes, please explain.


4. Other information concerning participant’s medical history not covered above:

Release of Liability and Photo/Media Waiver
I understand that the Project Reach program may be physically and emotionally demanding. I affirm that my health is good and that I am NOT under a physician’s care that bears upon my fitness to participate in Project Reach’s activities. I recognize the inherent risk of physical injury or death that could result from these activities. I release Project Reach of the Ohio FFA Camp Muskingkum, its staff members, employees, and Board of Directors from all liability for any injury to me from participation in Project Reach activities.
Yes  No   I grant to Project Reach and persons acting through them, the right to use, reproduce, assign, and/or
distribute photographs, films, videotapes, and sound recordings of myself for use in materials they may create.
Signature _____________________________________________ Date ____________________________

Parent/Guardian Signature ______________________________________ Date ____________________
(If under 18 years old)

Please complete the back of this form if participant is under 18 years old.

Emergency Medical Authorization for Participants under 18 years of Age

Purpose

To enable parents and legal guardians to authorize the provision of normal or emergency treatment for children who become ill or injured while participating in a Project Reach program.
To Grant Consent for normal or emergency treatment of participant        Please circle one
The Project Reach director and/or facilitator    does   /     does not have my permission if they consider it necessary, to provide for emergency treatment for my child and for normal treatment during the program. I realize that Project Reach will make every effort to contact the person listed as the emergency contact as listed on the front of this form in the event of an emergency. If that individual cannot be reached, I hereby give my permission to the medical personnel selected by the program director or staff to order routine tests, X-rays, treatment; to release any records necessary for insurance purposes; and to provide or arrange necessary transportation. I also give permission to the physician selected by the program director and/or assigned staff to secure and administer treatment, including hospitalization, for the person named as “participant” on this form. I understand that I will pay for the services provided if necessary and if not covered by camper insurance.
Parent or Legal Guardian signature__________________________________ Date ____________________

