
 
YOUTH PARTICIPATION RELEASE &

AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT

I,  ____________________________________________,  the  undersigned,  represent  that  I  am the  parent/guardian  of 

______________________________________________  and  grant  permission  for  my  child  to  participate  in  the 

following adult-supervised activity. I also grant permission for my son/daughter to be transported to and from the location 

indicated on this form by reasonable and safe means.

Activity:     __________________________________________________________________________

Location:   __________________________________________________________________________

From Date/Time:  ____________________________________________________________________

To Date/Time:  ______________________________________________________________________

I agree and hereby do release and hold harmless the Unitarian Universalist Fellowship of San Dieguito and/or any and all 
adult supervisors of the Activity, from and for any and all liability which may arise for damages, loss or injuries, either to 
person or property, which my son/daughter may sustain while engaged in the Activity, including, but not limited to, any 
damages, loss or injuries that may be sustained through transportation to and from the activity.  I further agree to assume 
responsibility for any liability which may arise for damages, loss or injuries, as described herein which may be caused or 
contributed to by my son/daughter to the person or property of others.

Should any injury occur, I grant permission for my son/daughter to receive treatment from an appropriate health care 
provider to be selected by the adult supervisor of the activity, when, in such supervisor’s opinion, the need for such 
treatment is immediate, and when efforts to contact me are unsuccessful.  I also agree to pay and be responsible for all 
medical, hospital or other expenses which the Unitarian Universalist Fellowship of San Dieguito and/or any and all adult 
supervisors may incur as a result of securing such treatment.

Signature:  ______________________________________________   Date:  ____________________

Signature:                                                                                                    Date:  _____________________

Home Address:  ______________________________________________________________________

City, State, Zip:_______________________________________________________________________

Home Phone:________________________________

Emergency Contact: ____________________________  Emergency Phone: _____________________

Family Physician: ______________________________ Physician’s Phone: ______________________

Employer: __________________________________________________________________________

Health Insurance Provider:______________________________________________________________

Medical Information (Allergies/Medications/Etc.):___________________________________________
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