Pure Water for the World, Inc.

Medical Release and Waiver For a Minor

As a condition of the minor being able to go on the Trip identified herein,
please complete and return this Medical Release and Waiver to:
Pure Water for the World, Inc., PO Box 55, Rutland, VT 05702

info@purewaterfortheworld.org

Student’s Full Legal Name:       








Address:       










City:      



State:      

Zip Code:      


Student’s Date of Birth:      

Hair Color:
     





Height:
     




Eye Color:
     





Passport Number:      


Issued by:     





Parent(s) Phone - Home:      



Cell:      




Work: 
     










           
Email:      











Destination:      










In Case of Emergency Call:      


Relationship:
     




 Phone:
     










Alternate:      


Phone/Relationship:
     





Authorization for Emergency Medical Treatment

If an urgent medical emergency exists, I/we give permission for the Pure Water for the World, Inc. (hereinafter PWW) representative(s) to immediately call medical personnel and then contact me/us as soon as possible thereafter. In case of accident, illness, or other medical emergency, I/we request that the PWW representative(s) identified below contact me/us. If the PWW representative cannot reach a parent/guardian after conscientious effort, I/we give permission for PWW personnel to call paramedics or any licensed physician or dentist or medical professional or facility. 

In the event that I/we cannot be reached to give necessary medical consent, I/we the undersigned grant permission for the PWW representative(s) to arrange for all necessary emergency medical care for our child. We will be financially responsible for such care and for emergency medical transport. I/we authorize and consent to any X-ray examination, anesthetic, medical, dental, or surgical diagnosis or treatment, and hospital care, which, in the best judgment of a licensed physician or dentist or medical professional, is deemed advisable.  I/we agree to assume the financial responsibility for expenses incurred as a result of those services being provided.


I/WE HAVE CAREFULLY READ THE FOREGOING RELEASE AND KNOW AND UNDERSTAND THE CONTENTS THEREOF. I/WE SIGN THIS RELEASE VOLUNTARILY AS MY OWN FREE ACT WITH FULL KNOWLEDGE OF ITS SIGNIFICANCE, INTENDING TO BE LEGALLY BOUND THEREBY.

PWW Representative(s) authorized to act according to this document: 
     
     

Signature of Living Parents/Guardians (indicate if anyone is deceased by giving date of death and providing a copy of a death certificate; also provide documentation supporting guardianship)

Mother Printed Name:      
Signature:      
Father Printed Name:      
Signature:      
Legal Guardian (if applicable) Printed Name:       
Signature:      
Date:      
Telephone:      





Alternate:      
Notary Public:


I, hereby certify that ____________________________and__________________________

(Mother, Father or Guardian)    
    (Mother, Father or Guardian)

personally appeared before me and executed this document giving permission for the child named above to travel out of the United States of America with the PWW Representative(s) named above.  This document also includes authorization of medical treatment for the child if necessary.  I attest that this instrument is executed willingly and voluntarily, without being coerced by the above signor(s), and it is their free act and deed for the purposes of expressing their approval.  In the circumstance of one parent or both parents being deceased or that the legal parents do not have child custody, I attest that the surviving parent or legal guardian swore to the accuracy of the death certificate9s) and/or guardianship documents attached to this document in my presence.

State of _______________________            County of ________________________

Sworn to and subscribed before me this, the ____ day of ____________, 20____.

Notary Public, State of ________________
    Commission Expires: _________________


Student’s Medical Information (This section does not have to be notarized)

Health Insurance Carrier      _________________________________________

Policy #      _________________________________________________________

Under the name of_     _______________________ 
     
Name of Family Physician or Pediatrician_     ________________________


Phone Number(s)(     )_     ________________________________

Allergies (including reactions to medication): 
     

Medication being taken: 
     


Are there any other physical or medical conditions we should know about? (Attach extra page if needed)
     
1

