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                         EMERGENCY INFORMATION WAIVER

CENTRAL PENNSYLVANIA

ACADEMY OF GYMNASTICS

RELEASE FORM

CENTRAL PENNSYLVANIA

ACADEMY OF GYMNASTICS

RELEASE FORM

IN CONSIDERATION of allowing the named student to enroll in a gymnastics school and program and the use by the student of the premises and property of said school, the undersigned, being the legal and acting guardian of the student, acting for themselves and on behalf of the student, release and hold harmless the CENTRAL PENNSYLVANIA ACADEMY OF GYMNASTICS, INC., a Pennsylvania corporation, its owners, employees, and agents of and from any and all liability, claims, demands, actions and causes of action whatsoever, arising out of or related to any loss, damage or injury, including death, that may be sustained by the student and/or the undersigned, while in, on, or upon the premised upon which the school is conducted, or any premises under the control and supervision of CENTRAL PENNSYLVANIA ACADEMY OF GYMNASTICS, INC., its owners, officers, employees and agents, or en route to or from any said premises, or while at any other premises or place when undertaking activities whatever kind or nature related to activities sponsored by or participated in by CENTRAL PENNSYLVANIA ACADEMY OF GYMNASTICS, INC., a Pennsylvania corporation, its owners, employees, and agents.

ASSUMPTION OF RISK

Participating in gymnastics involves motion, rotation and height in a unique environment and as such carries with it a certain assumption of risk.  The undersigned and the student elect voluntarily to enter upon said premises under the control of said corporation, knowing their present condition and knowing that said condition may become more hazardous and dangerous during the time that the student or the undersigned is upon said premises.  The undersigned and the student voluntarily assume all risks and loss, damage or injury that may be sustained by the student and or the undersigned or and property owned by them, while in, or upon said premised described above.  The corporation may, but shall not be obligated to carry insurance shall not change, alter or increase the liability of the corporation to the student and/or the undersigned or effect the terms of this release.

In signing this release, the undersigned acknowledges;

A. that he or she has read the release, and signs voluntarily.

B. That the undersigned signing as legal guardian are in fact the true legal guardians and has the consent of the student.

X Signature of Parent/Guardian



















Date

/

/
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�
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Class__________


Day __________


Time__________


Session________











PARTICIPANTS NAME								DOB		/	/	  





ADDRESS										     FEMALE        MALE


												        (circle one)


CITY									ZIP						





MOTHER							FATHER						


                                    	Name				   		 			Name





HOME PHONE			 CELLS – MOTHER 				 FATHER 			





E-MAIL ADDRESS____________________________________________________________________________





MOTHERS’ EMPLOYER							PHONE				





FATHERS’ EMLOYER							PHONE				





SCHOOL														





EMERGENCY CONTACT							PHONE				


 					someone other than a parent





HEALTH INSURANCE CARRIER											


	


I HEREBY DECLARE ANY PHYSICAL AND/OR EMOTIONAL PROBLEMS OR RESTRICTIONS, AND DECLARE THE  PARTICIPANT TO BE IN GOOD PHYSICAL AND MENTAL HEALTH.  I ALSO LIST ANY ADDITIONAL INFORMATION THAT WOULD HELP C.P.A.G. STAFF IN WORKING WITH MY CHILD.


															





															








I UNDERSTAND THAT ANY ACCOUNTS THAT BECOME 30 DAYS DELINQUENT WILL BE GROUNDS FOR REFUSAL OF SERVICE BY C.P.A.G.





I HAVE READ AND UNDERSTAND ALL C.P.A.G. POLICIES AND GUIDELINES:





 XSIGNED									DATE		/	/	


Signature REQUIRED on front and back →











































































































PHYSICIAN’S STATEMENT & APPROVAL FORM





STUDENT’S NAME											








PHYSICIAN’S NAME										








PHYSICIAN’S ADDRESS										








CITY							ZIP			PHONE		





PHYSICIAN’S SIGNATURE AND DATE REQUIRED ON APPROPRIATE LINE TO INDICATE APPROVAL OR DISAPPROVAL.  SIGN ON ONE LINE ONLY.


X					 	/	/	   1.  I approve my patient’s participation


								        without restriction.


X					 	/	/	   2.  I do not approve my patient’s


								        participation in this program.  


Reason below:


													





													





X					 	/	/	   3.  I approve my patient’s participation


								        with the following restrictions:


Reason below:


													





													





PROGRAM





	RECREATIONAL			DEVELOPMENTAL				TEAM





		OTHER:										
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