SAN MATEO COUNTY COMMUNITY COLLEGE DISTRICT

VOLUNTARY ACTIVITIES PARTICIPATION FORM
ACKNOWLEDGMENT AND ASSUMPTION OF POTENTIAL RISK

I, , wish to participate in the

following activity:

I understand and acknowledge that these activities, by their very nature, pose the
potential risk of serious injury/illness/death to individuals who participate in such
activities.

I understand and acknowledge that some of the injuries/ililnesses/death which may
result from participating in these activities include, but are not limited to, the
following:

Sprains/strains
Fractured bones
Head/Concussion
Spine injuries

Paralysis

Loss of eyesight
Communicable diseases
Death
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I understand and acknowledge that participation in these activities is completely
voluntary and as such is not required by the District.

I understand and acknowledge that in order to participate in these activities; |
agree to assume liability and responsibility for any and all potential risks which may
be associated with participation in such activities.

I understand, acknowledge, and agree that the District, its employees, officers,
agents, or volunteers shall not be liable for any injury/illness/death suffered by me
which is incident to and/or associated with preparing for and/or participating in this
activity.

I acknowledge that | have carefully read this VOLUNTARY ACTIVITIES
PARTICIPATION FORM and that | understand and agree to its terms.

Participant’s Signature Date

Participant’s Printed Name:

This signed VOLUNTARY ACTIVITIES PARTICIPATION FORM must be on file with the
College/District before an individual will be allowed to participate in the above non-required
extra-curricular/co-curricular activity.



SAN MATEO COUNTY COMMUNITY COLLEGE DISTRICT

MEDICAL AUTHORIZATION — ADULT

In the event of any illness or injury, | hereby consent to whatever x-ray,
examination, anesthetic, medical, surgical or dental diagnosis or treatment and
hospital care from a licensed physician and/or surgeon as deemed necessary for my
safety and welfare. | understand that the resulting expenses will be my
responsibility.

Participant’s Signature: Date:

Participant’s Printed Name:

Address:

Phone:

Medical Insurance Carrier:

Policy No.:

Address:

In the event of illness or accident, please notify:

Name Address Phone

Please note any special medical problems below:
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