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Participant’s Full Name; Grad Yaar:
hddrpss: ﬂ B
Clty: Ctate: Zipc ﬂ

F
Hame Phone; Cpil:
Email: Chaptar:

FParenidGuardian 1 Mame;

Dy Phgires | pEght Phane; Mgkl Phane
hgdrpss:
Chiye Ctate: __ A _ E-maik__

ParentiGuantdian 2 Nare [apticanall;

Doy Phocnee | Mighs Phane; Maobile Fhome:

holdress

Elty: State: Tlpe E-maik

1fw¥e the undersigned heve logal oussody of the participant named 2bowe. & minoe, 2rd hawe Qiven our oonsent
far 1o particinate in the activities of BEYD for the program yearof 200__

tighve ey permission to engage inall activities careps as noted on the back of this form. | Lnderstand that | sm respansiole

for arranging frareponation toand from events leven if dismissed prior to the official end of the pvent because of unndly

beraviar. | 2uthorize BEYD 1o publish photographssvides taken of my scrvdaughecs, hisher name and anmy quotatkans that hefshe
mroyides for we in peinted publications, peeservations, malkes peomobions, edlbits, press relesses, viden, C0s. OYDs and websios.
Since participaciaon in phatograpiyvideos produced by BEYTH i waluntarg. nekher my ohild nor sl neceive any financizl componsz
tian. | furthor sgree thas perticipation in 2ny photsgraphyvideo: procuced by BEYO canfers no rights of cwnership aharsoeyer. Ay
photsgraphfsideodquote taken may be shared with BETO parimers white camying foeth these prowisions.

Mote: all owernlght program reguires a separate teen consent form and parental release form to be slgned,

Ir case of meecical erergency, | understano trat every effort will be made to contact the pasent or guardan. In e event

that | canrot be reached, | hereby authaorize and consent oy oray, oaminacion, anesthetic, medscal or sungical dizgnass

o trerirreen and hoapizal cane whichi Is deemed sdwisabbe by, and is 1o be rerdened under the general or special superyishon

of any liensed medical persoreed an the staff of any licensed hospital. This authorization is given in advance of sy specific diagnosis,
tretment o Feaspital cane recuined, But s givesn to prossde sutha ity and power o rendier cane which is dessned advisabde inthe best
|sdgment of the physician, | am responsibbe for payment of ail fees incuned.

| heroby indemmify, sgpee to Rold harmdess, and wake any clalm 2gainst BEYD, Inc.. s represantathes, officers, agants,
empiopees, dieccoars, and each of dhem, for any and all past, present of futune kass to property, andsor bodily inpuny
resuking from any activities engaged.
Parent/fGuardian
Slgnature: Cake: Redatianship to the Participant: _

Farent'Guardian
Signatue are: Rlarianship o the Pasmicipant:

EMERGEMCY CONTALT PEASOMS [other than parents/guardians)

Mame: Belaticnshio:
Hame Phone: Wek Phone: Pl PR
Maite: Aelaticnshig:
Harme Fhoee: Work: Fhane: Pl P
Mlamie: Relationshn:

Hame Fhone: ‘Wowrk Phaone: téabile Phares
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Parti:ipant Medical Information and Consent to

Please return this form to your Regional Office.

Full Name of Minoe:

Birth Date of Minor: Date of Last Tetanus Shot:

Family Physician: Phone:

Farmnily Cenitist Phora:

Insurance Company: __ - - _Pollcede:. 0

Mame of Palicy Holder:

If necessary, describe in detail the nature and severity of any physical andior psychaological ailment, illness, propensity, weakness, limita-
tian, handicap, disability, ar condition ta which yaur child is subject and of which the stalf should be aware, and what, if apy astian af
protection ks reguired on account thereof, Submit this notification in writing and attach it to this form.

| acknowdedge that 38Y0s Medicaton Management policy strangly recommends any avemnight program parbicipant ta tam in 2ll medication to
the BEYD staff upan avival If collectes, the BEYD saif will administer the medicarion in the proscribed manden in ac0ondancs with e BSracTions
prowided bedowy. The medication will be rebunned to the participant wpon departure. In order to propery and legally adminlster medication that
ya s with your child, yau must complene all the indarmarion below

Mame of Med: Purpose & Dosing instructions: Special care required:

Other medical facts we should know:
1 1he progeam v child is atrending is a regianal o InTerrational peeg ram, your child may visit the health cenner and be prescribsed a single dose ar
shoet-duration cowse of either 2 prescriptian or OTC medication, at the physidan's disoretian. However, if there 2ee 20y types of medications you want
waur child fo avaid, please list:
Chieck the following areas of concern for this particlpant. i necessary, add anather page with details.
1. Cioes wour child hawve allergies fo ary of the following?
Cdpolens () medications (00 tood () insect bines
2, Dok woiid childd sulfer fram, oF has suer axparienced, of 15 el treated cumently far any of thi fallewing?
m- asthima ﬂ cpllepsy  sezure disorder ﬁ neart troubic t_-} dlabeies

-t}‘requml':.- upset stomach f_'j disability

Pleass list and explain any major linasees the child experienced during the last year:

Should this child’s activities be restricted for any reason? Please axplain:

Special needs (including dietary):

L] L
Mease rememiber to update the bacal office throughout the year if any information on this farm dhanges.



