The TRAILBLAZERS Pledge

TRAILBLAZERS activities are challenging. They are also fun.
Through them, you will grow strong, meet new friends and travel to
bacco and the

mgness to make this
‘over these words

- Parent/Guardian Signature

TRAILBLAZERS Leader Signature Expiration Date

TRAILBLAZERS is a program of the Drug and Alcohol Prevention
Education Department of Hamilton County Community Services.




Packet Information

Participant Name Age

Parent(s)/Guardian(s) Name (get spelling, may be different)

Mailing Address

| Telephone Day Evening_
Best time to call:

| Physical Address (e.q., Hope residents use a Northville address. We need to
Know the actual address for pick-up/drop-off purposes.)




Permission, Acknowledgement of Risk and Release of Claims
Hamilton County Community Services - TRAILBLAZERS

Name of Participant: (print clearly)

The safety and well being of all participants are the top priorities of TRAILBLAZERS. Reasonable

care and precautions are taken to minimize risk and to ensure a quality educational experience.
However, it is neither possible nor healthy to eliminate all risk from T RAILBLAZERS. The following
acknowledgement and release is both a participation requirement and reminder to you of the imporiance

of being properly prepared.

I or my child #,d&siretopartidpatemthe
TRAILBLAZERS program. ImxderstandthatTRAILBLAZERSisoﬁ‘eredthra@HanﬂunCamy
Community Services. Omingsmdude,bmwnothnﬂtedto,ﬂlefdlowingpotmﬁaﬂyhawdmm activities:
i i 1 ing (flat and swift water), indoor sport climbing, initiative

: o igh/low Topes ,  biki

include spectator events in large, urban, public settings, such as professi .
Participation in any of these activities is potentially hazardous andmayresultinpropenydamage,pemma];

injury, illness, trauma ot death.
o) INITIAL PARENT/GUARDIAN PARTICIPANT

ImderstandthatTRAlLBLAZERSisavolMaryprogrm Ihaveﬁedydmsmtoparﬁdpaeandl
hereby assume the risks associated with TRAILBLAZERS.

In recogpition ofﬂaepotaiiallyhazardwsnatureofﬂ]is voluntary program, I or my child, my heirs and
assigx]sherebyrdeaseflanlilthantyandits agents, oﬂioersandaqﬂoyeesﬁomalldaimsandliabﬂity
from pegligence aﬂsingﬁmnparﬁdpaﬁminﬂ)eTRAHBLAZERS program. 1 further agree to hold
harmless andmdmmifyHamiltonCam)'andits agents for all defense costs, including attomey’s fees, and
anyoﬂwtoostsrewhingmommedimwdﬂlmydﬂd’spmﬁdpaﬁmmﬂisacﬁvﬁy.

Imderstandthatthisrelmserelat&stoallclaimsandliabilityduﬂngoraﬁerﬂletriprwxlﬁngfroma
isting medical condition. Ihaverwdandomqﬂetedfullythemecimlformpmvidedby
TRAILBLAZERS and accept full responsibility for omissions or exrors on the medical information form.

Ialsouxietstandthatﬂxisrd&serelat%toaﬂdahnsmd iabili
weather. 1have read the dothing and equipment list provi
responsibility forinadecpatcdoﬂxingoreqxi;)Mprovided
Pﬂottosigtﬂngﬂlisdoannaﬁ,Ihavehadanadequateopporumitytoreadandlmderstandit,havehadan

oppommitytoaskq(mﬁonsabomit, mxdanquﬁonslhavehadhavebemansweredtomysaﬁsfactim

Date:

©) Participant Signature:

©) Parent/ Legal Guardian Signature
(Parent or legal guardian must sign if participant is under 18 years
Parent/ Legal Guardian print name:

Date:

of age)

V4 TRAILBLAZERS\. Forms, Information Packet\PARTICIPANT FORMS\Form #2, Permission and acknowledgement of risk doc

Last update: 0420000



Health Insurance Information
Hamitton County Community Services - TRAILBLAZERS.

Name of Participant: (print cleady)
Name of Person completing this form: (print dearly)

TRAILBLAZERS is a program offered through Hamilton County Community Services (HCCS).
Participation in TRAILBLAZERS activities carries with it the risk of accident and injury. If an accident or
injury occurs during supervised TRAILBLAZERS outings, or during transportation to or from a supervised
TRAILBLAZERS outing, your family’s health insurance will be the primary coverage. TRAILBLAZERS,
through Hamilton County, provides student accident coverage. Student accident coverage serves as
secondary coverage unless there is no health insurance. In this case, the student accident coverage will serve
as the primary insurance coverage. If you would like information about the student accident coverage, please

call us for details.
P Your answers to these questions will be kept confidential.

Is the participant covered by health insurance? Yes No .

If yes, please provide us with the following information:

1. Name of Insurance Provider:

2. Policy Number

3. Identification Number

4. Group Number (if different)

5. Prnimary Card Holder Information
®* Name:
* Bilhng Address:
* Telephone Number:

6. Any other information the treatment fadility needs to know about your coverage?

7. Does your insurance/health provider require that you contact them before treatment?
Yes  No

If yes, please provide us with the following information
*  Contact Name
*  Telephone ( ) - -
* Contact address

» Please attach a copy of both sides of your health insurance card.

C:¥ TRAILBLAZERSV. Forms, Information Packe\PARTICIPANT FORMS\Form #3, Health Insurance Info.doc
Lagt update: 04/20/00



Form # 4: Medical History, Medical Release & Photo Release (page 1)

Hamilton County Community Services - TRAILBLAZERS. o

Mﬁfmmaﬁmhdpsustobeﬁerlamwparﬁdpﬂsandiskqﬁomﬁdaﬁal. This information will NOT be released to
also complete the optional Medical Release, found on the bottom of

anyone, even in the event of an emergency, unless you
the reverse side of this form. We update this information annually. We recommend that parents and participants complete

this form together.
» Complete both sides of this form and please print.

Telephone #:

Participant’s Name:
Parent/ Guardian Name:
Mailing Address:
Birthdate: _/ / Ht: R in Weight: Shoe Size: T-Shirt Size: ]
Family Physician (or location of medical records): telephone #:
Date of last visit / / reason:
Does your daughter/son wear any of the following: confact lenses? _ glasses? __ braces/retainr? -
hearing aid? _ knee brace?___
If yes, approximate start date

Has your daughter started menstuating? Yes No

Are there any physical or mental ﬁmitaﬁmsﬂ:atwmﬂdmevedymnsmordaughufromﬁﬂ}yparﬁdpaﬁngin

TRAILBLAZERS activities? Yes No
If yes, please explain:

MEDICATION Is your son/ currently taking medications, induding vitamins and/or herbal supplements? Yes

’
No
¥f yes please indicate what state what is bdngtakm,whyitisbdngtakmandhowﬁmﬁistam

> ALLERGIES:
medicine(s)? (list)
food (s)? (tist)
environmental, animals or insects?(list)

> RECENTBISTORY:Inﬂmelastsix(6)maﬁhs,hasymndauglia’orsmhadanyofﬂlefoﬂw&ng
___changein appetite ___change invision ___chronic cough ___ bronchitis

__ frequent headaches ___ear aches ___sinus mfection ____pneumonia

___ prowth spurt ___knee pain ___ fainting/blackouts ___mononucleosis

____upper respiratory infection ___uminary tract infection

Please explain and give dates for any items checked:

DATE OF LAST TETANUS BOOSTER:




Form # 4: Medical History, Medical Release & Photo Release (page 2)

Hamilton County Community Services - TRAILBLAZERS,
> HISTORY Does your daughter/son have, m’havemeyhad, anyofthefoﬂowmg? Cneckallﬂmztapply
___anemia ___anorexia ____back problems ___ broken bones

___ bulimia ____cancer ’ ___diabetes ____heart murmur
____hemophilia ___bemia ___high blood pressure ___hypoglycemia

____irregular heart beat ___mjured joints ___lowblood pressure ____Inigraines

___ scoliosis ___surgery ___tuberculosis ___tumor
___OTHER (explain)
Please explain and provide details to any items checked above:

No  Unsure

Does your son / daughter smoke or chew tobacco? Yes
Is there anything else that you would want a physician to know about your son or daughter in the event of an

emecrgeacy?

1 have filled in the above and believe it to be true to the best of my knowdedge:

©) Participant Signatare: Date:

©) Parent/ Guardian Signatare: Date:

[PEmmmmmmEE A e e
Medical Release (optional)

PURPOSE: This optional release will enable us to obtain appropriate medical attention or treatment in the event of an

emergency. We will always try to reach you as soon as possible using the information you provide. However, since

TRAILBLAZERS outings often take place in remote settings, we may not be able to reach you. If you choose not to sign

this release, medical attention/ treatment may be withheld until you are contacted by the treatment facility and give

verbal consent. Fill out the information below if yon wish to provide us with a Medical Release.

(participant's name)

Emergency Care Authorization for
"In the event that I cannot be reached by telephone, I hereby give my permission to TRAILBLAZERS staff to seck
appropriate medical attention. By my signature below, I authorize any Jlicensed physician, or medical professional
under the supervision of s licensed Physician, to secure appropriate treatment and or perform any procedure which
in his/ber opinion is necessary in light of the condition of the above named participant"

Date:

©)  Parcnt/ Guardian Signatare:

Tel. # to reach me in an emergency( ) Altematetel #(° )

@ )

If I am unavailable, please contact
Relationship of the above named person to you:

Photo Release
I understand that any photographs taken during a TRAILBLAZERS activity can be used at the discretion to
TRAILBLAZERS staff and for promotional purposes.
6P Participant Signature: Date:
€©)»  Parent/ Guardian Signature: Date:




