	               National Multiple Sclerosis Societyiety

Upstate New York Chapter

1650 South Avenue, Suite 100

Rochester, NY 14620-3901

(585) 271-0801


[image: image1.png]




WAIVER AND RELEASE

In signing this release, I acknowledge that I understand its intent, and I for myself, my heirs, executors, administrators and representatives, do hereby agree and will absolve and hold harmless the National Multiple Sclerosis Society, the Upstate New York Chapter, corporate sponsors, cooperating organizations and any other parties connected with this (event/meeting) in any way together with their respective successors and assigns (the “Sponsors”) singly and collectively, from and against any blame and liability for any injury, harm, loss, inconvenience or any other damage of any kind whatsoever, which may arise out of the negligence or carelessness on the part of any person named in this waiver.

I hereby consent to and permit emergency treatment in the event of injury or illness while participating in Chapter programs, events, meetings, and office activities. 

I also hereby give permission to the National Multiple Sclerosis Society Upstate New York Chapter to use my name or image by way of a photograph, video or audio format taken of me during the event/meeting in any promotional materials, publications or other electronic media.

The National Multiple Sclerosis Society reserves the right to refuse or dismiss anyone that may cause any disturbance or hindrance in any manner that could jeopardize the safety of oneself or others. 

** over **


I certify that I have read this waiver and release and understand its significance.

Print Name _________________________

Date __________________

Signature    _________________________

Date __________________

For volunteers under the age of 18
I certify that the above information is correct and give permission for my child to participate in the Upstate New York Chapter volunteer programs.  I understand that my child will be under the supervision of the Chapter staff, however, I accept full responsibility for the actions of my son/daughter.  In the case of an emergency or in the event that I am unable to be reached, I give permission for my child to be transported, and medically treated as necessary, and for the release of medical records.
Signed: 






Date: 






Witnessed by: 






Programs Participants Only - as requested.

I hereby attest that my physician has confirmed that I am physically fit to participate in this particular program/activity. 

Emergency Contact __________________

Phone _________________

Physician’s Name ___________________

Phone _________________
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