
University of Idaho 
Informed Consent/Agreement to Participate 

 
Event Name: _______________________________________ Date(s): _________________________ 
 
Location of Event: ______________________________________________________________________ 
 
I understand the potential dangers and risks of participating in the above-named UI program include, but are not limited 
to, death or serious injuries that may result in complete or partial impairment of my body, general health, and well-being. 
 
In consideration of UI permitting me to associate myself with this program, I hereby voluntarily assume all risks 
associated with participation and agree to discharge and release the State of Idaho, the Regents of the University of Idaho, 
their agents, servants and employees, from any and all liability, claims, causes of action or demands of any kind and 
nature whatsoever which may arise by or in connection with my participation in any activities related to this UI program. 
 
The terms hereof shall serve as a release and assumption of risk for my heirs, estate, executor, administrator, assignees, 
and all members of my family. 
 
There is no medical reason why I am not able to participate in the program. 
 
I hereby consent to first aid, emergency medical care and if necessary, admission to an accredited hospital when necessary 
for executing such care, for treatment of injuries that I may sustain while participating in any activity associated with the 
program. 
 
I understand that it is my obligation to have a health and accident insurance policy in effect while participating in this 
program or to otherwise be responsible for any and all medical expenses that may be incurred as a result of an accident 
while participating in the program. 
 
Furthermore, I understand that photographs may be taken of the youth by Extension Faculty/Staff at this event that are 
then published in newsletters, newspaper and other media.  Signing this form will serve as a model release for Extension 
personnel to use such photographs in promotion or reporting 4-H activities to the public, unless you notify the Extension 
Office in writing prohibiting such use. 
 
I certify that I am 18 years of age or older or that I have obtained the consent and release of my parent or legal guardian.  
(Participants who are not 18 years of age must obtain the signature of a parent or legal guardian below.) 
 
_________________________________ __________________________________ ___________ 
Name of Participant Signature of Participant                                  Date 
 
__________________________________________________________________________________________ 
Name and Telephone Number of Emergency Contact Person (optional) 
 
 
 
 
 
 
 
 
 
 
 
 

 

For participants who are not 18 years of age or older: 
 

I certify that I am the parent or the legal guardian of the above named participant in this UI program.  I have read the above 
agreement, I assent to its terms and conditions, I acknowledge that my dependent and I have agreed to the terms and conditions, 
and I hereby give my consent to participation by my dependent in this program and to receive medical treatment as indicated if 
necessary.  I further agree to hold harmless the State of Idaho, the University of Idaho, and all other parties referenced above as 
specified above. 
 
_______________________________________   ______________________________________________ 
Name of Parent or Legal Guardian (Please Print)   Signature of Parent or Guardian  Date 
 
Emergency Telephone Numbers:  Day_____________________________     Night_____________________________________

- - Complete Health Information on Other Side - - 



Family Physician: 
 

Name: ________________________________________________    Phone: (______) ___________________ 
 
Insurance Information: 
 

Company: _____________________________________________    Policy #: __________________________ 
 
Policy Holder’s Name: ________________________________     Relationship to Participant: ______________ 
 
Medical History: 
 

1.  Give year of last immunization or booster for Tetanus Toxoid.   _____________ 
 
2.  Does this participant have any known allergies to: 
 
 ____  Food ____  Drugs ____  Plants 
 
 ____  Animals ____  Insects ____  Bee Stings 
  
 ____ Other (list): _________________________________________________ 
 
     Identify the specific allergy(s):  _____________________________________________________________ 
 
     _______________________________________________________________________________________ 
 
3.  List any medications (including insulin) currently being taken 
 

     Medication: ______________________________________ used for _______________________________ 
 
          When taken: ___________________________________________________________________ 
 
     Medication: ______________________________________ used for _______________________________ 
 
          When taken: ___________________________________________________________________ 
 
     Medication: ______________________________________ used for _______________________________ 
 
          When taken: ___________________________________________________________________ 
 
4.  List any dietary restrictions:  _______________________________________________________________ 
 
     _______________________________________________________________________________________ 
 
5.  List any physical restrictions:  ______________________________________________________________ 
 
     _______________________________________________________________________________________ 
 
6.  List any other current health conditions:  ______________________________________________________ 
 
     _______________________________________________________________________________________ 
 
     _______________________________________________________________________________________ 
 
     _______________________________________________________________________________________ 
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