
Otsego Conservation District  

Afterschool Program 

Registration 2024, 

Media Release and 

Medical Treatment Authorization 

 

Participant Name _________________________________________________________________________ 

 

Birth Date__________________________________ Grade________________________________ 

 

Parent/Guardian Name ____________________________________________________________________ 

 

Address________________________________________________________________________________ 

Phone _____________________________________ Alternate Phone ______________________________ 

Email:______________________________________ 

 

Emergency Contact Name___________________________________________________________________ 

 

Emergency Contact Phone __________________________________________________________________ 

SECTION I—RELEASE FOR AUDIO, VIDEO, FILM, AND PHOTOGRAPHS 

All adult and youth Day Camp participants must complete this section.  Participants in Otsego Conservation 

District events may be photographed or recorded for Otsego Conservation District promotional materials.   

I authorize Otsego Conservation District to record and photograph my image and/or voice or that of my child 

for use by Otsego Conservation District.  I understand and agree that these audio, video, film, digital, and/or 

print images may be edited, duplicated, distributed, reproduced, broadcast, and/or reformatted in any 

format or manner without payment of fees, in perpetuity. 

 

Parent/Guardian Name ______________________________________________ Date __________________ 

 

Parent/Guardian Signature __________________________________________________________________ 

Weeks Attending: 

___ Week 1 

___ Week 2 

___ Week 3 

 

___ Week 4 

___ Week 5 

 



SECTION II—MEDICAL TREATMENT AUTHORIZATION 

This section must be completed and signed by a parent/guardian  for all youth participants before they can 

participate in Otsego Conservation District activities.  Please complete this form to give a medical facility 

permission to treat the participant for minor injuries or medical problems.  In the event of serious injury or 

illness, the parent /guardian will be contacted.  Treatment will proceed before contacting the parent/

guardian only if the situation is urgent and does not permit delay.    

Primary Physician Name __________________________________ Phone Number______________________ 

Primary Physician Address ___________________________________________________________________ 

Health Insurance Information 

Policy Holder’s Name and Relationship to Participant _____________________________________________ 

Policy Holder’s Address______________________________________________________________________ 

Insurance Company Name and Address ________________________________________________________ 

Employer’s Name, Address, and Phone (if applicable) _____________________________________________ 

_________________________________________________________________________________________ 

All policy numbers (contract, group #, etc.—please identify) ________________________________________ 

_________________________________________________________________________________________ 

I recognize that while participating in Otsego Conservation District activities, medical treatment on an 

emergency basis may be necessary for my child, and I further recognize that Otsego Conservation District 

staff/volunteers may be unable to contact me for consent for emergency medical care.  I do hereby consent 

in advance to such emergency care, including hospital care, as may be deemed necessary under the 

circumstances and to assume the expenses of such care.  I also authorize the medical facility to release any 

and all information to complete insurance claims and authorize insurance payment directly to the medical 

facility.   

Parent/Guardian Name ______________________________________________ Date __________________ 

 

Parent/Guardian Signature __________________________________________________________________ 

Please check Yes or No.  If yes, please explain. Attach an additional sheet if necessary. 

Yes____ No____ Does the participant have any chronic illness or health problems? _____________________ 

Yes____ No____ Does the participant currently have an acute illness? ________________________________ 

Yes____ No____ Has the participant been treated recently for any medical issues? _____________________ 

List any medications the participant is currently taking ____________________________________________ 

Yes____ No____ Does the participant have any allergies to medication/anesthetics?____________________ 

Yes____ No____ Does the participant have any other allergies? _____________________________________ 

Date of participant’s last tetanus shot__________________________________________________________ 

Please list any other information staff/volunteers should be aware of ________________________________ 

_________________________________________________________________________________________ 



Parent Volunteer Sheet: 

The Otsego Conservation District is asking willing parents to agree to act as a chaperone for at least one of 

the weeks their child is attending the Spring After School Program.  

If you are interested and willing please mark below what week you would like to volunteer. 

___ Week 1 

___ Week 2 

___ Week 3 

___ Week 4 

___ Week 5 

Parent/Guardian Signature________________________________________________________ 

Date__________________ 

 

How did you hear about this Program?______________________________________________ 

I hereby absolve and hold harmless the Otsego Conservation District from any liability, injury, damage, and/

or loss of any kind whatsoever sustained by myself, my property, or my child while participating in the event. 

I further provide that this hold harmless agreement applies to my heirs, executors & assignees. I certify that I 

understand that there are inherent risks to participating any event or activity.  

Hold Harmless: 


