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Adult Ministry

trinity =~ Event Release Form

Love. Transform. Serve.

Event Name: Event Date:

Payment $ amount: Type of Payment: Date Paid:
Participant Information

Name:

Address: City: State: Zip Code:
Date of Birth: Age: Phone Number:

[0 Male []Female

Emergency Information

Emergency Contact Name: Relationship: Home Phone: Work/Cell Phone:

If a situation arises, | grant consent to the director of this event to arrange for

emergency

first-aid and medical treatment.

Participant’s Signature (must be 21 years of age or older):

Date:

Health 1

nformation

Doctor’'s Name:

Doctor’s Office Phone Number:

Medical Insurance Company: Policy Number:

Please
indicate

O Allergies (insects, food, medications, etc.)? If so, please explain:

below any
medical
needs

O liinesses (asthma, bleeding, cold, flu)? If so, please explain:

the staff
should be
aware of:

O Physical restrictions, personality changes, mood swings or depression over the past 6 months? If so, please explain:

Promotional Release
| give permission for my photo to be used for publicity purposes without compensation: [ | Yes [ | No

Form continues on the back page.




Adult Liability Release of All Claims

Event Name: Event Date:

In participating with a Trinity Lutheran Church sponsored event, |, being 21 years-of-age or older, do
release, forever discharge and agree to hold harmless Trinity Lutheran Church, Stillwater, MN and the
directors from any and all liability, claims or demands for personal injury, sickness, or death, as well as
property damage and expenses, of any nature whatsoever which may be incurred while participating in
the above described trip or activity. Furthermore, | assume all risk of personal injury, sickness, death,
damage and expense as a result of participation in recreation and work activities involved in this event.

I, the undersigned, further agree to hold harmless and indemnify Trinity Lutheran Church, its directors,
employees and agents, for any liability sustained by the church as the result of the negligent, willful or
intentional acts of myself as a participant, including expenses incurred.

| grant my permission to be taken to a doctor or hospital and hereby authorize medical treatment,
including but not limited to emergency surgery or medical treatment, and assume the responsibility of
all medical treatment, and assume the responsibility of all medical bills, if any.

Adult Participant’s Signature: Date:




