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Ll EARTICIPANT LIABILITY AND MEDICAL RELEASE FORM
Please read before signing as this constitutes the agreement and the understanding of your woarking
relationship as a volunteer with The Louisiana United Methodist Disaster Recovery Ministry.

|, acknowledge and state the fallowing:

+ | have chosen to travel to pedorm clean-up'constructon work designed 1o repair disaster damage.

+ |understand that this work entails a risk of physical injury and often involves hard physical labor, heavy
liftirg and other strenucus activily; and that some aclivities may take place on ladders and building framing
cdner than ground level.

I certify that | am in good health and physically able to perorm this type of work,

| understand hal | am engaging in this project atl my own risk. | understand thal this is a "grass roots®
aclivily 1o support individuals adversely affected by hurricanaflood disasler, or receiving assistance lo
repair or replace substandard housing.

¢ |assume all risk and responsibility Tor any damage of injury 1o My properly, oF any persoenal injury and
related medical costs and expenses which | may sustain while invehed in this project.

+ In the event thal my supervising disaster organization arranges accommaodations, | understand that thay
are neiher responsible nor liable for my persenal effects and property, and that they will nol provide lock up
or sacurity for any items.

I will held them harmless in the event of thell, or loes resulting from any source ar cause.
| further understand thal | am o abide by whatever rubes and regulations may be in effect for the
accarmmadations al that time.

+ By my signature, for mysell, my estate and my heirs, | release, discharge, indemnify and forever hold
harmless The Lowisiana Umiled Methodis! Disaster Recovery Minisiny, together with its officers, agentls,
servants and employees, from any and all causes of action arising frem my parlicipation in this project, and
travial, of lodging associaled therewilh, including any damages which may be caused by heir negligenca.

Signature Date

Arrival Data Departure Date

Medical Infermation

| have accidental insurance coverage: Yes Mo

| glect to buy GBGM accidental insurance coverage: Yas Mo

My health insurance company is:
Palicy Mumber:

Medical History: Date of Birth:

Medications:

[Circle or check balow)

Allergios Epilepsy Blood Type:

Diabetes Heart Condition

Physical limitations or concerns:

Signature: Date

Street address City State Zip

Emergency Contact Name & Phone

Church or Organization Name
Witness

Fill out and return with $200 check made out to "Young {eaders Initiative" fo:
17117 W. 9 Wile Rd,, Suite 1545
Southfield, Wi 48075 g




