Life Adventure Center of the Bluegrass
Medical Release Form
Name_____________________________________

D.O.B. _____________

Address ___________________________________
Home #_________________

______________________________________
Cell#___________________

_______________________________________
email___________________
Emergency Contact _____________________________
Phone___________________

Insurance/Medical

Insurance Provider______________________________
Policy #_________________

Secondary Insurance_____________________________
Policy#_________________

Please list any allergies:____________________________________________________

_______________________________________________________________________

Please list any medical conditions that may affect your ability to participate in physical activity:_________________________________________________________________

________________________________________________________________________

Release

I ________________________________  give consent for Life Adventure Center of the Bluegrass staff to transport and seek medical attention for me as deemed necessary by Life Adventure Center of the Bluegrass staff in the event of an injury or accident.  I agree to hold harmless from fault Life Adventure Center of the Bluegrass and the Life Adventure Center of the Bluegrass staff.
____________________________________

________________________

Participant Signature





Date
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