


Participant Forms: Consent & Waiver Parent Release & Release of Liability 

• • •FIELD TRIP ANO RELEASE••• 

Furthermore, I acl<nowlcdge that my Child's participation in field

pennission for my child being allowed to ride in the vehicle rented tl 
chi.Id's� in the following field trips: 

is $0lely on my own initiative, risk and responsibility. And J give 
gh the University of South Carolina in conjunction wi1h my and my 

Loctiion 

1, furthermore agree that my child can only be released to the following individual(s) during the USC PROGRAM. 
Porents/Cuard,ans· !'lease lndude your Mmes a� well os any other� au/ oraed r wh m I re/e e vour child Plec.ise du not ask us lo reb• 
on a verbal permission. 
Names: Relation�hip: 
!. _______________ _ 

2________________ 2 ___ f-----------------

My Child CANNOT be released to the following individuals: 
Names: Qther Information: 
'·----------------
2 
Please anach court or legal documents as appropriate, 

" " *WAIVER AND RELEA OF LIABILITY• • •  

Further, in consideration fur my Child being peimitted to participate in the OGRAM, J, as the natural parent and/or as the legally authorized 
guardian, do hereby for myself, my family, hei� personal representatives, · d assi� agree not to s� AND I release, waive, d�arge, hold 
harmless and indemnify, and forever defend the State of South uvolina, the iversity of South Carolina, its memrers of the Board ofT� 
individually and collectively, its officers, emp� servants, agents, and directors, from any and all liability, losses, claims, action.5, suits, 
procedures, demands, rights, and causes of action of whatever narure, in w and equity, fer any and all known or tmknown, foreseen er 
wlforeseea, bodily or persoral injurie.5, death and permanent i1tjuiy, illnesses, e to propef1Y, or other losses, and any consequences thereof. 
including expenses, costs, and attorneys fees, as may be sustained by my ild or me arising out of or in any way associated with my Child's 
participation in the PROGRAM, or Field Trips, or travel incident thereto. 

1 wamint I am the� er 81.Jlhco2ed � GUlrdian of the Pruticii:n,t and I wai I ;un 18 years of� er okier. I have carefully reviewed m:rl I ll@l'eC to 

the 1erms gf this em-c oocurnealt.

Participant Signature 
Date· _________ _ 

ParenVGuardian Signature (required) 
Date: _______ _ 

Wlnesees;--��---:-----------Witness signature Wrtness signature 

APPROVED· USC Office of General Counsel reviewed 112012 Pai� 2 of 2 
Initial 



HEALTH AND EMERGENCY INFORMATION F0Ri'1 
UNJVERSJTY OF SOUTH CAROLJNA 

(Please print or type) 
PROGRAM: 

PARTICIPANT'S FULL NAME; 

----· 
DATE(�}: 

---

DATE OF BIRTH: ________ GRADE 2019-2020

Street 

c,tv State ZIP 

-------

Last Four SSN: 

Unit Number 
PHONE ________ _ 

1. HEALTJI/SPEClAL NEEDS INFORM A Tl ON (Attach addiuona! she: ts 115 necessary to fully respond 10 the followini Questions.)
J .l Does your child have any allergies that we should know about prior tc emergency treatment?

l .2 Does your child have any chronic conditions/illness that we should kr ow about prior to emergency treatment?

1.3 Docs your child have any disability/special needs (visual, hearing, phy�ical, psychological, unable to climb stairs without assistance) which 
requires special atlention or special accommodation? If yes, please explai 1. 

l. MEDJCAL AUTHORIZA TlON

2.1 Medications (check all applicable boxes)
D 2.1 a - My child/participant is currently not taking any medications. 
D 2.1 b - My child/participant is currently taking medications. For my ch Id to panicipate in the described Program, J understand that all 
controlled substances and medications must be disclosed and all medicatio s (except birth control prescriptions, emergency inhalers (such as 
for asthma) and emergency injectors for anaphylaxis (such as EpiPcn) mus1 be curncd in with the proper documentation to a counselor at check• 
in. / understand rhe medtcarion prescribed by the Physician will be kept in a secure location by the staff while my childlparlicipanl is 
participating in the program. It is my child's/participant's responsibility I< obraln the medication from rhe staff and take the medication as 
directed by the Physician. 

If box 2.1 bis checked, a medical log form must be completed/or each mea·cation or devise. Make additional copies as needed. 
Prescription Dosnge J>octor Specinl Instructions 

D 2.1 c - In accordance with University policy, I grant permission for my child/participant to be in possession of the following medications 
(birth control prescriptions, emergency inhalers such as for asthma, cmergcr cy injectors such as for anaphylaxis such as EpiPen and/or over­
th<'-countcr drugs or health or medical monitoring devices. Make additiona copies as needed. 
Prescription Dosage Doctor Special Jm1ructio11s

--------------------------1-----------------,-----

2.2 The University of South Carolina is authorized to provide or to arrange or any medical treatment my chi:d may need during the course of 
this program. I understand and agree to be responsible for any and al, costs associated with such services. 
2.2 a· In such an event of illness or injury, I wish to be contacted at the folk wing telephone numbers: 

Home: ( ) ______ Work: ( )__

Mobile: )_ Other: ( )_ 

2.2 b • In addition to authorizing medical care, I hereby cen.ify that any chart es related 10 the medical care given to my child/panicipant will 
be borne by me. The insurance company and policy information tliat covers I ny chi'd is as follows: 

Insurance Carrier Policy Holder Policy umber 

Parent/Guardian Signature (required) Date 
--+-----------Partic ipam Signature Date 

Revised l/20 I 2 




