Hopa Mountain Youth Leadership Program 2011
Enrollment Form

Youth’s Name___________________________________ M/F_____ Date of Birth_____________

Current Grade _______ School ______________________________________________________

Address _________________________ Mailing Address (if different) _______________________

Home Phone _____________________ Cell Phone ______________________________________

Youth Behavior Guidelines

Keeping youth feeling respected, secure and safe during Youth Leadership Program events is of utmost importance, as is providing the opportunity for teens and staff to develop relationships built on honesty and respect.  One of the components needed to meet these goals is a defined set of Behavior Guidelines.  Please share the following Behavior Guidelines with your child.  It is important that he/she understands and agrees to participate in the Youth Leadership Program with these guidelines.  If a teen is unable to follow these guidelines, he/she will not be permitted to attend Youth Leadership Program events.

· Treat everyone with respect, courtesy and kindness.

· Verbal or physical abuse, swearing, rude gestures or “put-downs” will not be tolerated.

· Respect public and private property, and property of other institutions.

· Follow all directions given by staff.

· Dress appropriately and modestly.

· No tobacco, alcohol or illicit drugs will be tolerated.

· Cell phones and headsets must be off during program activities.

Waiver of Liability and Disclaimer

I, the parent or guardian of ______________________________, acknowledge that participation in Hopa Mountain and/or LINKS for Learning activities means my student will be in an outdoor setting as an integral part of the Youth Leadership program.  Youth may be doing activities such as: exploring plants and animals (collecting, touching); walking, hiking and running over and through a variety of terrain, including rocks, hillsides and snow-covered areas, flowing creeks and ponds (wet areas); and swimming, rafting, and touring ranches with farm animals.  Any of these outdoor activities may, by their nature, expose students to a variety of hazards which could cause injury.

I am aware of the risks, conditions and hazards of the program activities, and I hereby release, discharge, and hold harmless the instructors, volunteers and other representatives from any claims or liability arising out of or relating to any injury (of any kind) that may result to my child while participating in these sponsored sessions.

I verify that my child has no past or current physical condition that might affect their participation in the course, other than as described on the Medical Form. In the event my student is in need of emergency medical treatment, I hereby authorize the instructors or volunteers to obtain or provide emergency hospitalization, surgical, or other medical care for my student. I specifically indemnify and hold harmless all above mentioned organizations, their instructors and volunteers from any negligence and all costs arising out of the decision to obtain and provide such care, treatment and/or procedure for such emergency.  

Photo Release

I, _____________________________ do ___ do not ___ (check one) hereby give the above mentioned organizations the right to use my or my student’s photograph in all forms and media and in all manners, including composite or other representations, for brochures, advertising or any other lawful purposes, and I waive any right to inspect or approve the finished product.

Parent/Guardian Signature__________________________________ Date ________________

Child Signature __________________________________________ Date ________________

EMERGENCY AND HEALTH INFORMATION:

Participants Full Name:_____________________________________  Date of Birth: _______________________

In the event reasonable attempts to contact me at ____________________(phone number) or ________________ (phone number) have been unsuccessful, I hereby give consent for the administration of any treatment deemed necessary by Doctor ____________________ (physician) at ____________________ (phone number) or Doctor ____________________ (dentist) at ____________________ or in the event the designated practitioners are not available, then by another licensed physician or dentist; and the transfer of the child to ____________________ (preferred hospital).

1.  Parents/Guardians/Custodians with Whom Participant Resides:

Name: _____________________________________   Relationship to participant: __________________________

Address: ___________________________________   Home Phone: ________________ Cell: ________________

Employer: __________________________________   Email Address: ___________________________________

Work Phone: ________________________________  Work Hours: _____________________________________

Name: _____________________________________   Relationship to participant: __________________________

Address: ___________________________________   Home Phone: ________________ Cell: ________________

Employer: __________________________________   Email Address: ___________________________________

Work Phone: ________________________________  Work Hours: _____________________________________

2.  Emergency Contact who is Authorized to Pick Up Participant if Parents/Guardians Are Unavailable:

Name: _____________________________________   Relationship to participant: __________________________

Address: ___________________________________   Home Phone: ________________ Cell: ________________

Employer: __________________________________   Email Address: ___________________________________

Work Phone: ________________________________  Work Hours: _____________________________________

Name: _____________________________________   Relationship to participant: __________________________

Address: ___________________________________   Home Phone: ________________ Cell: ________________

Employer: __________________________________   Email Address: ___________________________________

Work Phone: ________________________________  Work Hours: _____________________________________

3.  Medical Information:

Physicians name: ___________________________     Dentist name: _____________________________________

Street address: _____________________________      Street address: _____________________________________

City, State: ________________________________      City, State: _______________________________________

Phone #: __________________________________      Phone #: _________________________________________ 

Date of Last Tetanus: ________________________     Known Allergies: __________________________________

Present Medications: ____________________________________________________________________________

Are there any Conditions which could limit participation or result in emergency situation? _____________________ _____________________________________________________________________________________________

Other Medical Information we should be aware of: ____________________________________________________ _____________________________________________________________________________________________ 

Insurance Company: _________________________    Policy Holder’s I.D. ________________________________

This consent will be in effect beginning (date) _____________ and be annually updated by the parent/legal guardian

Signature of Parent/Guardian: __________________________________________  Date: _____________________

