
CATHOLIC CAMPUS MINISTRY
CHRISTOPHER NEWPORT UNIVERSITY
CONSENT FORM AND LIABILITY WAIVER

Event: Viaticus 2010
       
Dates: September 9th, 2011 to September 11th, 2011       
Individuals in Charge:   Mary Lynn Murphy





 Cell phone # 757-753-6653
     

Destination: Murph’s Cottage



1637 Sir Walter Rd, Kill Devil Hills, NC      

Place of Departure: James River Circle       






Leave: Friday Sept. 9      

Time: 5 p.m.       

Return: Sunday Sept. 11      

Time: 6 p.m.       
Participant:     

Gender:        Date of Birth:       Age:       
Home Address:       
City:         State:         Zip:       
Home Phone:      Work Phone:      

Emergency Contact Person:       

Relationship to participant:       

I remain legally responsible for any personal actions.  I agree on behalf of myself, or my heirs, successors, and assigns, to hold harmless and defend Our Lady of Mount Carmel Parish and Christopher Newport University, their officers, directors and agents, and the Diocese of Richmond, Virginia, Mary Lynn Murphy, Campus Minister, chaperons, or representatives associated with the event, arising from or in connection with the event or in connection with any illness or injury or cost of medical treatment in connection therewith, and I agree to compensate the parish, the university, their officers, directors and agents, and the Diocese of Richmond, Mary Lynn Murphy, Campus Minister, chaperons, or representative associated with the event for reasonable attorney’s fees and expenses arising in connection therewith.
Signature:                                                                       .  Date:                        .
 
Please print, sign, and submit to      
CATHOLIC CAMPUS MINISTRIES

CHRISTOPHER NEWPORT UNIVERSITY
EMERGENCY MEDICAL RELEASE
Event:       

Dates:       

In the event of an emergency, I give authority to the adults listed below to authorize the medical treatment of myself.

Signature:                                                                  Date:       
Social Security Number:      

Insurance Company:      
Name of Policy Holder:      

Insurance Policy Number:      
Family Physician:       Phone:      
List your blood type:      

Do you have any allergies?  


Yes:  No: 

If yes, please list:       

Are you currently taking any medications?  Yes:        No:      

If yes, please list:       

Is there any other physical or emotional condition of which we need to be aware?       

TREATMENT MAY BE AUTHORIZED BY ANY ONE OF THE FOLLOWING:
Please print, sign, and submit to       

