[bookmark: _GoBack]AUDIO/VISUAL RECORDING AND PHOTOGRAPHY CONSENT



Adult’s Name _______________ _______________________________________________________________________________

Home Address _____________________________________________________________________________________________

City _____________________________________________________ State ________________ Zip ________________________


AUDIO/VISUAL RECORDING AND PHOTOGRAPHY CONSENT
On occasion, video recordings, audio recordings, photographic slides, and photographs are taken during church and diocesan sponsored activities. These are utilized in newsletters, websites, event promotion, advertisements and other printed media. I hereby release and agree to fully and unconditionally protect, indemnify, and defend V Encuentro, the Roman Catholic Diocese of Dallas, and their respective officers, agents, and employees, (collectively, “Indemnitees”) and hold each Indemnitee harmless from and against any and all costs, expenses, attorney’s fees, claims damages, demands, suits, judgments, losses, or liability for injuries to property, injuries to persons (including Student) and from any other costs, expenses, attorney fees, claims, suits judgments, losses, or liabilities of any and every nature whatsoever arising in any manner, directly or indirectly, out of, in connection with, in the course of, or incidental to the use or publication of any photographs, videos, or other images of me, REGARDLESS OF CAUSE OR OF THE JOINT, COMPARATIVE, OR CONCURRENT NEGLIGENCE OF THE INDEMNITEES.



______________ ____________________________________________	_________________________________
Signature									Date Signed



				Adult Permission and Travel Form



Adult Participant’s Name: __________________ ______________________________________________________________



Medical Information:
The information below is requested but not required.
It will be used only in the case of an emergency.



Insurance Carrier: ______________________________________________________________________________________  

Policy Number: ___________________________________    Insurance ID Number: ________________________________

Date of Birth: ________________________________



Primary Care Physician: ________________________________________________  Phone: _____________________________



Medications: 
Please list below the names of medications and taken on a regular basis: 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergic reactions (medications, foods, plants, insects, etc.) ____________________________________________________________

Immunizations: (date of last tetanus/diphtheria immunization)  _______________________________

Any disabilities or physical limitations: _____________________________________________________________________________

Any other special medical conditions that we should be aware of? _______________________________________________________

___________________________________________________________________________________________________________
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