
Volunteer Participation Agreement
(This form must be filled out by volunteer.  Volunteers under the age of 18 must have this form signed by a parent or legal guardian and, in such event, all references herein to “I” refer to the minor volunteer.)
Volunteer Name: 
________________________________________________________________________

Address:

________________________________________________________________________



________________________________________________________________________

Phone:

________________________________

Project:

________________________________

*********************************************************************************************

RELEASE, WAIVER AND INDEMNITY AGREEMENT


By signing this form, you agree to volunteer in the out-of-school-time program (“Program”) offered by Interstages, Inc. (“Interstages”).  The Program utilizes individualized academic support plans and music enrichment, supplied by caring adults during out-of-school time, to facilitate opportunities for middle grades students to experience academic and personal success.  As a volunteer, you will be responsible for supervising and/or assisting with weekly study skills sessions, daily homework help, private music lessons, field trips to performances and exhibits, as well as many other activities.


Each volunteer is responsible for abiding by all applicable federal, state, and local laws, in addition to the rules and directions of Interstages’ staff and any other affiliated individuals.  


This Release, Waiver and Indemnity Agreement is to be construed under the laws of the District of Columbia, and contains the entire agreement between the parties to this agreement.  If any portion of this waiver is held invalid, the balance shall continue in full legal force and effect.  


Please read carefully the statement below and sign it if you agree to all of the terms:


MY PARTICIPATION IN THE PROGRAM IS ENTIRELY VOLUNTARY.  AS AN INTERSTAGES VOLUNTEER, I AGREE AS FOLLOWS:


I recognize that there is risk involved with Program activities.  Knowing the inherent risks, I release and discharge Interstages and all of its agents, servants, successors and assigns, directors, trustees, officers, employees, volunteers, and other representatives (in their official and individual capacities) from any and all liability for injuries, illnesses or loss I sustain which is connected in any manner with my involvement in the Program.  


Further, I agree to indemnify and hold harmless Interstages and all of its agents, servants, successors and assigns, directors, trustees, officers, employees, volunteers, and other representatives (in their official and individual capacities) from any and all liability, loss, damage or expense which is connected in any manner with my involvement in the Program regardless of whether such liabilities, losses, damages or expenses are caused by my own negligence or willful conduct or by the negligence of Interstages and all of its agents, servants, successors and assigns, directors, trustees, officers, employees, volunteers, and other representatives (in their official and individual capacities) .


I HEREBY ACKNOWLEDGE THAT I HAVE READ THE INFORMATION CONTAINED IN THIS FORM, UNDERSTAND ITS CONTENTS, AND AM SIGNING THIS RELEASE FREELY AND VOLUNTARILY.  

Signature:
______________________________________________
Date:
_____________________

(Parent or legal guardian must sign for all persons under 18 years of age)

Name of participant:
________________________________________________________________________

Name of parent/guardian of minor participant:
__________________________________________________

*********************************************************************************************

PHOTO RELEASE FORM
(Parent or legal guardian must sign for all persons under 18 years of age)


I give Interstages, Inc. permission to use, publish and display my/my child’s likeness and words in any and all media, including in print, electronic, or video format, for the limited purpose of promoting and publicizing Program described in the Release, Waiver and Indemnity Agreement and similar future events.  I also waive any right to review such uses.  I release all claims against Interstages, Inc. with respect to copyright ownership and publication, including any claim for compensation related to use of the materials.

Signature:
______________________________________________
Date:
_____________________

Name of volunteer:
________________________________________________________________________

HEALTH FORM

This form must be completed for each volunteer and sent back to the designated Interstages staff member.  This information will be kept confidential and will only be used for the welfare of the volunteer.

Volunteer Name:_____________________________________________________________________________




(last)


(first)



(middle)

Please circle:
Male
Female

Age:
____________

Date of Birth:
______________

*********************************************************************************************

Health plan carrier:
_______________________________________________________________________

Name of insured:
_______________________________________________________________________

Relationship to volunteer:
________________________________________________________________

Employer:
_______________________________________________________________________________

Policy #:
___________________________

Group #:
____________________________

HEALTH RELEASE


In case of serious injury or illness, my emergency contact will be notified.  If s/he cannot be contacted, I give my permission to Interstages, Inc. (“Interstages”) and its representatives to make any necessary and/or reasonable medical or dental decisions on behalf of myself.  


I certify that there are no health-related reasons or problems which preclude my association or participation in Interstages’ activities.  I have informed Interstages of any and all health-related issues that may in any way affect my association or participation in Interstages’ activities.


I FULLY UNDERSTAND THE CONSEQUENCES OF THE FOREGOING STATEMENTS AND SIGN THIS AUTHORIZATION TO CONSENT TO MEDICAL AND DENTAL CARE KNOWINGLY, FREELY AND WILLINGLY.  

Signature:
______________________________________________
Date:
_____________________

(Parent or legal guardian must sign for all persons under 18 years of age)

Name of volunteer:___________________________________________________________________________

INSURANCE STATEMENT


I represent and warrant that I am represented by a policy of comprehensive health and accident insurance which provides coverage for illness or injuries sustained or experienced while participating in the Program.  I understand that Interstages does not provide health and accident insurance for Program volunteers, and I agree to be financially responsible for any medical bills and related expenses incurred as a result of emergency medical treatment.  

Signature:
______________________________________________
Date:
_____________________

Name of volunteer:
________________________________________________________________________

EMERGENCY MEDICAL INFORMATION

(Must be completed for all participants/ volunteers)

Please complete this form so that health care providers can be aware of your child’s/your personal health needs.

Participant/Volunteer Name:__________________________________________________________________




(last)


(first)



(middle)

General:
Does the participant/volunteer have: (if “yes” explain)

______ Yes
_______ No
ALLERGIES?
__________________________________________________

______ Yes
_______ No
HEART CONDITION?
___________________________________________

______ Yes
_______ No
OTHER?
__________________________________________________

Is the participant/volunteer subject to: (if “yes” explain)

______ Yes
_______ No
HEADACHES?
__________________________________________________

______ Yes
_______ No
SEIZURES?
__________________________________________________

______ Yes
_______ No
MOTION SICKNESS?
___________________________________________

______ Yes
_______ No
FAINTING?
__________________________________________________

______ Yes
_______ No
SLEEP WALKING?
___________________________________________

______ Yes
_______ No
UPSET STOMACH?
___________________________________________

______ Yes
_______ No
OTHER?
__________________________________________________

Does participant/volunteer have reaction to: (if “yes” explain)

______ Yes
_______ No
BEE STINGS?
__________________________________________________

______ Yes
_______ No
PENICILLIN?
__________________________________________________

______ Yes
_______ No
OTHER DRUGS?
___________________________________________

______ Yes
_______ No
POISION IVY, OAK, SUMAC?
____________________________________

______ Yes
_______ No
OTHER?
__________________________________________________

______ Yes
_______ No
Has the participant/volunteer had any serious illness or surgery within the past ten years?

_____________________________________________________________________________________________

______ Yes
_______ No
Does the participant/volunteer have any condition that would prevent him/her from participating in any Program activities?
Please List:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

______ Yes
_______ No
Are any drugs ineffective in treatment?
_____________________

______ Yes
_______ No
Is the participant/volunteer diabetic?   Medication?

_____________________________________________________________________________________________

______ Yes
_______ No
Does the participant/volunteer have any sight or hearing impairment? 

_____________________________________________________________________________________________

______ Yes
_______ No
Does the participant/volunteer wear glasses?_______________________

______ Yes
_______ No
Does the participant/volunteer wear contact lenses?_________________

______ Yes
_______ No
Does the participant/volunteer wear hearing aids?__________________

Blood type:
_____________________
Date of last tetanus shot:
____________________________








      (a current tetanus shot is required)

Participant/volunteer shall be responsible for any necessary prescription drugs.  No medications other than those prescribed by a physician shall be brought to the Program.  

Please indicate ANYTHING else that Interstages should know to help avoid or deal with any medical situation that might arise: 

____________________________________________________________________________________________

____________________________________________________________________________________________
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