AUTHORIZATION AND RELEASE OF LIABILITY

UN-LIMB-ITED AMPUTEE SKI AND SNOWBOARD CAMP

SPONSORED BY THE

SHRINERS HOSPITALS FOR CHILDREN, INTERMOUNTAIN
I represent that I am legally responsible for __________________________ (“Camper”), a minor whose date of birth is _________________________, and hereby authorize and grant permission for him/her to participate in the Un-Limb-ited Amputee Ski and Snowboard Camp “the Camp” and all associated activities.  The Camp is sponsored by the Shriners Hospitals for Children and is staffed by Shriners Hospitals for Children, Intermountain Hospital employees and volunteers (“SHC Camp Staff”).  The Camp is located at the National Abilities Center in Park City, Utah, and will involve services provided by the National Abilities Center staff and use of its facilities and equipment.  I understand that participation in this Camp is completely voluntary, and is in no way connected with the treatment Camper has received, or will receive, at Shriners Hospitals for Children, Intermountain.  
In consideration of being allowed to participate in the Camp, I for myself and on behalf of the Camper, heirs, personal representatives, and next of kin:

1. Acknowledge that the Camper will be engaging in physical activities (including, but not limited to snowboarding, skiing, and swimming) that involve risk of significant bodily injury, permanent disability, or death.

2. Voluntarily assume such risks and accept personal responsibility for any damages following such injury. 
3. Hereby release, waive, covenant not to sue, and agree to hold harmless Shriners Hospitals for Children, its Boards of Directors, Trustees and Governors, its agents, staff, volunteers, and employees, the Ancient Arabic Order of the Nobles of the Mystic Shrine and its Shrine Centers, and any member of the SCH Camp Staff, from any and all liability, claims or causes of action which might occur as a result of Camper’s participation in the Camp or while in the care, custody or control of SHC Camp Staff, volunteers, or employees of Shriners Hospitals for Children.  
I/WE HAVE READ THE ABOVE AUTHORIZATION AND RELEASE OF LIABILITY, UNDERSTAND THAT I/WE HAVE GIVEN UP SUBSTANTIAL RIGHTS BY SIGNING IT, HAVE NOT CHANGED IT ORALLY, AND SIGN IT VOLUNTARILY

Witnessed by:





Signed: _____________________________

_____________________________



 (Parent or legal guardian)

Date: _________________________ 

Signed: _____________________________

 (Parent or legal guardian)

I agree to follow all rules for participation in Camp activities and to use all provided safety equipment.





______________________________









(Camper’s Signature)
CONSENT TO TREATMENT
UN-LIMB-ITED AMPUTEE SKI AND SNOWBOARD CAMP

SPONSORED BY THE

SHRINERS HOSPITALS FOR CHILDREN, INTERMOUNTAIN
I represent that I am legally responsible for __________________________ (“Camper”), a minor whose date of birth is _________________________.  By signing below, I hereby consent and authorize any necessary medical treatment for Camper including, but not limited to, the following:

I consent and authorize such medical care encompassing routine evaluation and care by the registered nurse from Shriners Hospital (“Camp Nurse”) within his/her scope of practice.  I authorize the Camp Nurse to provide Camper with over-the-counter medication as deemed necessary for minor concerns such as headache, muscle soreness, cough, sore throat, etc.  I confirm that I have accurately completed the attached Medical Information Form and that all medication routines have been properly documented and reported to Camp Nurse. I will ensure that all prescription medications Camper is routinely taking at home will be provided to the Camp Nurse.  I understand that these will be held in the care of the Camp Nurse and I authorize the Camp Nurse to administer such medications to Camper.  
I hereby authorize the medical personnel chosen by Un-Limb-ited Ski and Snowboard Amputee Camp to secure and administer treatment for Camper in the event of a medical emergency.  Camper may be transferred to a hospital or facility for care or treatment, including but not limited to, x-rays, routine tests and other necessary treatments.  I also authorize the billing of Camper’s personal medical insurance, if any, in the event of treatment and transportation by the secured facilities, and agree to assume responsibility for any costs not covered by insurance.
Witnessed by:





Signed: _____________________________

_____________________________



 (Parent or legal guardian)

Date: _________________________ 

Signed: _____________________________

 (Parent or legal guardian)

Signed: _____________________________









 (Patient if 15 years or older)
