Medical Campus Consent Form
IMPORTANT- READ CAREFULLY. THIS FORM IS TO BE FILLED OUT BY YOUR PHYSICIAN, NURSE PRACTITIONER OR OTHER QUALIFIED HEALTH CARE PROVIDER. THIS FORM MUST BE COMPLETED BEFORE PARTICIPATION IN OFFICIAL UHWO ACTIVITIES THAT TAKE PLACE OFF-CAMPUS. THANK YOU.
_______________________________________________________________________

(Participant’s full name)

Is/Is not (circle one please) physically fit for the following activities: 

________________________________________________________________________

If not, please explain in detail: _______________________________________________

________________________________________________________________________

________________________________________________________________________

Doctor Name: ______________________________Phone Number :(_____)__________

Address: ________________________________________________________________

In Case Of Emergency: 

First Contact Person (Name/Relation):_________________________________________

Home Phone Number: (____) ______Cell Phone or/and Pager Number:_____________

Second Contact Person (Name/Relation):______________________________________

Home Phone Number :(_____) _________Cell Phone or/and Pager Number:__________

                                                         (Please turn over)

            PLEASE CHECK THE APROPRIATE BOX AND FILL OUT ONE OF THE

            FOLLOWING:

I.   □     I (We), ______________________________________________________,

(Name of Participant and/or Parents or Guardian)

Consent to and authorize any medical doctor or dentist and others working under their supervision to treat _____________________________________________

(Participant’s Full Name)

            for any injury or illness.

I (We) further agree to pay any and all such dental and medical costs, expenses and charges and to release and discharge and hold harmless the University of Hawai`i, its officers, employees, and agents from and against any liability or any claim or demand arising from or connected with such medical treatment or care. 

   II.   □     I (We), ____________________________________________________

(Name of Participant and/or Parents or Guardian)

do NOT consent to or authorize any medical doctor or dentist or others working under their supervision to treat _______________________________________

                                                                    (Participant’s Full Name)

for any injury or illness.

I (We) therefore agree to assume the risk of any injury or illness to____________

                                                                                                           (Participant’s

_________________ which may result from lack of any medical care or 

Full Name)                 treatment and further agree to release and discharge and hold harmless the University of Hawai`i, its officers, employees , and agents from and against any liability and any claim or demand arising out of or in connection with said failure to provide any medical care or treatment.

___________________________________________     ____________________

                                 SIGNATURE                                        TODAY’S DATE

(Co-Signature of Parent or Guardian Required if Student is less than 18 years of age). 

__________________________________________     _____________________ 

            HOME ADDRESS




     HOME PHONE/CELL

