
 

AVALON CHILDRENS THEATRE 

 

     Student Participation in Voluntary Activity 

   Holds Harmless Assumption of Risk And Medical Treatment Authorization 
 

I understand that the Avalon Foundation does not provide any type of insurance, including liability or medical 

coverage for students who participate in performing arts programs. 

 

My child/ward, ____________________________________ (student name), does NOT have special health 

needs the staff should be aware of, and no medication is required during his/her participation in this program.  

 

My child/ward, ____________________________________ (student name), DOES have the  

following special health needs the staff should be aware of: 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

I have consulted with my physician and I verify that my child/ward is medically fit to participate in  

performing arts programs. 

 

As a condition of my child’s/ward’s  participation in performing arts programs, I agree to waive all claims against 

the Avalon Foundation, and to indemnify and hold its officers, agents, contractors, and employees, harmless from 

any and all liability or claims I may have against the Avalon Foundation, or that any other person or entity may 

have against the Avalon Foundation, because of any death, bodily injury, personal injury, or illness, or because of 

any loss to property that may arise out of, or in any way be connected with, participation in the above described 

program. This waiver shall not apply to any occurrence which may arise solely out of the gross negligence of the 

Avalon Foundation, its officers, employees, contractors, or agents. 

 

In case of injury or serious illness to the above named student, I understand that the Avalon staff will immediately 

notify the parent/guardian and/or the emergency contact person listed below. If no one can be reached, I authorize 

the Avalon staff to seek medical assistance and treatment for my child/ward as needed.   

 

________________________________________________________________________________________ 

 Parent/Guardian signature                                                                                           Date 

 

Parent/Guardian Name (please print): _________________________________________________________ 

 

Phone numbers: __________________________________________________________________________ 

 

Other Emergency Contact: __________________________________________________________________  

 

Relationship to Student:____________________________________phone:___________________________ 

 

Doctor’s Name & phone: ___________________________________________________________________ 

 

Medical Insurance CO & Policy number:_______________________________________________________ 


