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Complete the front and
back of this form and return
to your Food and Fitness

Coach by November 24,

Member Name:

Grade: Gender:

Date of Birth

Parent’s Name:

Address:

City, State, Zip:

Home Phone:

Work Phone: Cell:

Parent Signature:

Name & Address
of additional

parent if different
from above

Race (circle one) Hispanic Not Hispanic
Ethnicity (circle all that pertain to you) White  Black Asian
Alaskan/Am. Indian Hawaiian/Pac. Island
Where you live (circle one) Farm  Rural/less than 10,000 pop.
Enroliment Type: (circle one) New Member  Returning Member
Do you require an accommodation for a disability to participate in this
progran? YES NO  If yes, please contact the Extension Office.

Share your interest in receiving any project literature related to health,
fitness, or nutrition by circling one of the following: YES NO

FFl Coach Signature:

Dear Parent:

Your child is involved in the school’s Food and Fitness Initiative
Team which is supported by the Iowa State University 4-H Pro-
gram. To sustain the school FFI team, members are automatically
a part of the 4-H program in the county. This partnership makes
multiple FFI activities available to your child and the school.
Completion of this form is requested for your child. Please con-

tact Lynette Anderson at 563-547-3001 if you have questions.

EMERGENCY MEDICAL INFORMATION

First Contact Name:

Relation to Participant:

Daytime Phone:

Cell Phone:

E-mail:

Backup Contact Name:

Relation to Participant:

Phone Daytime: Eve:

Cell Phone:

E-mail:

Name of Family Doctor:

Doctor Office Number:

Name of Dentist:

Dentist Office Number :

Date of last tetanus shot (approximate if necessary):

Circle any conditions your child has or had in past:

Asthma Bronchitis Fainting Spells
Diabetes Ear Infections Heart/cardio Vascular
Convulsions Seizures Migraine Headaches
Hay Fever Chronic Bone, muscle, joint injuries

Other (please list):

Allergies or reactions (circle all that apply)

Aspirin Penicillin Insect Bits or Stings
Dairy Gluten lvyloak/sumac toxins
Peanuts Other:

Please list any prescribed or over-the-counter medication
your child is taking (Include ailment, name of medication,

dosage, time of day)

*»**Qver Please***
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INITIATIVE

BEHAVIOR EXPECTATION STATEMENT: It is important to
follow the directions of the FF1/4-H Advisors at all times.
| understand that as a participant | have the responsibil-
ity to help make the activity a safe experience for every-
one through my behavior and conduct. | also under-
stand the danger of not following rules and directions
and agree to follow them.

Participant Signature Date

INSURANCE POLICY INFORMATION

| understand that ISU Extension purchases a primary
accident insurance policy to cover 4-H members during
authorized 4-H events and activities. | understand that |
(parent or guardian) am responsible for any medical
expenses that are excluded from the policy or exceed
the policy limits.

initial date

To be read and signed by Parent/Guardian:

1 understand that my child must be healthy and rea-
sonably fit in order to safely participate in 4-H recreation
activities, and that | will inform the program leader of
any medication, ailment, condition, or injury that may
affect his/her ability to participate safely.

MEDICAL EMERGENCY PARENTAL PERMIS-
SION* The health history for my child is correct and
complete to my knowledge. If an injury or other
medical condition occurs or arises, | hereby give per-
mission to the ISU Extension staff or volunteer to pro-
vide routine health care and seek emergency treat-
ment including x-rays or routine tests. | agree to the
release of any record necessary for treatment, refer-
ral, billing or insurance purposes. | understand that |
am financially responsible for charges and hereby
guarantee full payment to the attending physicians or
health care unit. In the event of an emergency where
| cannot decide for my child, | give permission to the
physician/hospital selected by the ISU Extension staff
or volunteer to secure and administer treatment for
my child, including hospitalization. (*If you cannot
sign this section for any reason, contact the County
Extension office for a participation waiver.)

initial date

PUBLICITY/IMAGE/VOICE PERMISSION During 4-H
activities, a photograph or video/audio recording may be
taken of your child. Your initial below will be considered
permission for lowa State University and the 4-H Pro-
gram to photograph, film, audio/videotape, record and/or
televise your image and/or voice or the image and/or
voice of your child for use in any publications or promo-
tional materials, in any medium known or developed in
the future without any restrictions. If you object to ISU
using you or your child’s image or voice in this manner,
please notify the 4-H program leader.

initial date
4-H ASSUMPTION OF RISK AND RELEASE OF LI-
ABILITY (Please read carefully.) | give permission for
to participate in the 4-H program.
1 understand that 4-H club project activities/events may
involve certain risks of physical activity and possible injury
and that lowa State University and its 4-H program will pro-
vide each participant with reasonable care, but that ISU
cannot guarantee that my child will remain free of injury. In
addition, some 4-H projects including but not limited to:
shooting sports, horse or livestock projects, water activi-
ties, and other sporting activities have a higher degree of
risk. | nonetheless wish to have my child participate as an
lowa 4-H club member in the 4-H club program and AS-
SUME the RISK of participating. [ agree to RELEASE from
LIABILITY, INDEMNIFY and HOLD HARMLESS the State
of lowa, the Board of Regents of the State of lowa, ISU
and ISU Extension and their officers, employees and
agents (hereinafter the RELEASEES) from any and all
claim and/or cause of action arising out of and related to
any injury, loss, penalties, damage, settlement, costs or
other expenses or liabilities that occur as a result of my
child’s participation in the 4-H program. This release, how-
ever, is not intended to release the above-mentioned RE-
LEASEES from liability arising out of their sole negligence.

Parent Signature

date

.. and justice for all

The U.S. Department of Agricutture (USDA) prohibits discrimination in all its programs and activities on the basis of
race, color, national crigin, gender, religion, age, disability, political beliefs, sexual ofenlation, and marital or family
status. (Not all prohiblled bases apply to all programs.) Many materials can be made available in altemnative formats.
for ADA clients To file a complaint of discrimination, write USDA, Office of Civil Rights, Room 326-W, Whitten
Building, 14th and Independence Avenue, SW, Washinglon, DC 20250-9410 or call 202-720-5964

Issued in furtherance of Cooperative Extension work, Acts of May 8 and June 30, 1914, in cooperation with the U S.
Department of Agriculture. Jack M Payne, director, Cooperative Extension Service, lowa State University of Science
and Technology, Ames, lowa.



