
Chincoteague Bay Field Station ● 34001 Mill Dam Road ● Wallops Island, VA  23337 ● 757-824-5636 
College Program Health and Waiver Form 

 
University:_______________________________ Professor/Trip Leader:  ______________________ Arrival Date:_______________________ 

CONTACT INFORMATION 

PARTICIPANT’S NAME _________________________________________________________    

DATE OF BIRTH___________________________GENDER_____________________EMAIL ADDRESS:___________________________________________ 

 PRIMARY ADDRESS____________________________________________________________________________________________________________  

City ___________________________________________________________________________________ ST_____________ ZIP ___________________ 

PRIMARY PHONE (            ) _______________________________________ SECONDARY PHONE: (            )______________________________________ 

EMERGENCY CONTACTS:   

NAME ____________________________________________ PHONE (         )________________________ Relationship to Participant:________________ 

NAME ____________________________________________PHONE (        ) _________________________Relationship to Participant: _______________ 

HEALTH HISTORY (Check, giving approximate dates or details)                           ALLERGIES 

Asthma     ______   Seasonal  ______   

Heart Defect/Disease  ______   Insect or animal   ______   

Epilepsy/Convulsions  ______   Drug(s)  ______   

Diabetes       ______              Food  ______   

Bleeding/Clotting Disorders   ______   Other  ______   

         

SURGERY OR SERIOUS INJURIES (w/Dates) _________________________________________________________________________________________ 

DISABILITIES OR RECURRING ILLNESS ______________________________________________________________________________________________ 

MEDICATION(s) CURRENTLY TAKING______________________________________________________________________________________________ 

DIETARY  RESTRICTIONS DUE TO HEALTH PROBLEMS:_________________________________________________________________________________ 

Name and Phone of Physician_______________________________________________________________Do you carry health insurance? ___________ 

Insurance Carrier__________________________________________________ Group or Policy Number: _______________________________________ 

I, the undersigned, agree to indemnify and hold harmless the Chincoteague Bay Field Station (CBFS) from all claims, damages, losses, injuries and 
expenses arising out of, or resulting from, my presence or participation in activities or programs of CBFS.  I further agree not to sue or assert any claim 
for damages from CBFS, regardless of whether such claim is for personal injuries or property damage.  I expressly agree and promise to accept and 
assume all of the risks existing in the activity. My participation in this activity is purely voluntary, and I elect to participate in spite of the risks. I hereby 
voluntarily release, forever discharge, and agree to indemnify and hold harmless CBFS from any and all claims, demands, or causes of action, which are 
in any way connected with my participation in this activity or my use of CBFS’s equipment or facilities, including any such Claims which allege negligent 
acts or omissions of CBFS. Should CBFS or anyone acting on their behalf, be required to incur attorney’s fees and costs to enforce this agreement, I agree 
to indemnify and hold them harmless for all such fees and costs. I certify that I have adequate insurance to cover any injury or damage I may cause or 
suffer while participating, or else I agree to bear the costs of such injury or damage myself. I further certify that I have no medical or physical conditions 
that could interfere with my safety with my safety in this activity, or else I am willing to assume – and bear the costs of – all risks that may be created, 
directly or indirectly, by any such condition. In the event that I file a lawsuit against CBFS, I agree to do so solely in the state of Virginia, and I further 
agree that the substantive law of that state shall apply in that action without regard to the conflict of law rules of that state. I authorize CBFS personnel 
to call for medical care to transport me to a medical facility or hospital if, in the opinion of such personnel, that I need medical attention. I further 
authorize appropriate personnel to render such medical treatment as is necessary for the health of myself, in their professional opinion. I agree that 
once I am in the care of medical personnel or a medical facility, CBFS shall have no further responsibility for me and I agree to pay all costs associated 
with such medical care and transportation. By signing this document, I acknowledge that if anyone is hurt or property is damaged during my 
participation in this activity, I may be found by a court of law to have waived my right to maintain a lawsuit against CBFS on the basis of any claim from 
which I have released them herein. I have had sufficient opportunity to read this entire document. I have read and understood it, and I agree to be 
bound by its terms.  I hereby give CBFS permission to use photographs, films and videotapes taken of me at CBFS programs, for use in all of CBFS’s 
promotional materials, media releases, and any materials promoting CBFS programs.  

I have read and agree to follow the CBFS college rules. 

 

____________________________________________            ___________________________________________       ________________ 

                                         Signature                                                               Printed Name                                                    Date 
(Parent's signature if participant is under the age of 18 )        (Parent's name if participant is under the age of 18 ) 
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