700N .. .
‘ et Bch Activity Program Waiver 3B
[ I B of S}Andr_&‘\_\ and St Paul And Medical Release

Note: Before an activity, the teacher/leader stores a copy of this waiver in a safe storage area and takes
another copy on the outing.

Description and LOCATION OF ACHIVITY: et ettt ettt e et e e sem e st e s e s e cae st e sttt sba s sas s0me
Departure date: .....uererneennrmee s ieereeserenescenveseneeerss. RELUFMINEG AT coieiier it s
First name of participant: ..o vecevcerceesernecrennnnee. Last Name of participant: ..o vecore e
Birth date (N/A fOr @dUIL): ... e e et cee e s ses s srveserssrese snvian s

FUIL AAOPESS: ... coetieeee e et et et vt se cee et vt e sasses s ens s s sre sen et e e0s sex somen aes ses et ses ses e woabs st e sbe s0bbet 200 obs onaas sos a0 s senmon ses sunssnns
Parent/guardian/CaregiVEr MAME (S): v eee v errreireveeeree sttt e sebeae st o ses s et s ene ses o semess ses seecon ses e sas seeebs semben s

Home/residence phone: ...........cccoevcemeeeeee. Cell phone: cvcvevevcvnevinneee... Work phone: oo,
Please circle the number where the parent/guardian/ may be reached when trip is taking place.

Does the participant have any severe allergies or other medical condition that leaders should be aware
of? Yes: No:
If yes, please list and eXPIain: ... e et et e e et ces et o et e s e e sh b b e e bR sh b sas sen

All reasonable precautions for the safety and health of the participant will be taken. He/she will
be properly supervised in activities. In the event of accident or sickness, The Church of St. Andrew and
St. Paul, its staff and volunteers are released from any liability.

In the event of injury requiring medical attention, | authorize treatment for the participation and
understand that reasonable attempts will be made to contact me, (or a residential staff) should such a
situation occur.

in the event that travel or activities take place outside this province, | understand that any
medical costs incurred involving the participant are my responsibility.

The participant must be covered by provincial health insurance or equivalent medical coverage.
If the trip is out of province, please give insurance provider and policy number.

Participant’s Health card number: ... cceve e
Participant’s Family PhySiCian: ......cooover o snvevenessesessnrnsearesnnenre. PRONBI (it

Contact person (not parent) in case of emergency and parents/guardians/caregivers cannot be reached.
NAME: e cere et e e seeser e e e s veevesiesesssessesesssansasss. PIOMNL wotitrccineece e seesiss o sts s css ses s s e sisss s sas ses s e e
Name: ....ocevenee. vevvreserorsareanserensnnssnsssonsernernness PIIOTIBY thtitecorins it it creesins ce e one e et see se sr sa soe st ans e men s

Parent/GUArTIaN SIBNATUFE: .......coovviveeeue e see e eer e ert s s ees e enseas setebs s seuere s sesnesessre snscrs st busbss sebers sessavestobosatsabsns senbes
Parent/GUardian NAmE (PRINT): ... e ietierceseeesaesreses et assvs sev s v sns s eus ses sas s ass sno sessoeses sesbosenssbssenans osors sesarssnss
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