THE CENTER

FOR PREVENTION & COUNSELING

INFLUENCE

ABOVE THE INFLUENCE 1S A PROGRAM OF THE WALLKILL VALLEY COMMUNITY COALITION, IN
PARTNERSH!P WITH THE HAMBURG SCHOOL DISTRICT. ALL 6TH TO 8TH GRADERS ARE WELCOME.
PERMISSION & RELEASE FORM 1S REQUIRED FOR EACH STUDENT.

HAMBURG SCHOOL
2ND WEDNESDAY OF EACH MONTH
TIME: 3-5PM



PERMISSION & RELEASE FORM
GRADES 6-8
A PROGRAM OF THE WALLKILL VALLEY COMMUNITY COALITION
& THE CENTER FOR PREVENTION & COUNSELING

@ 2022-23 WALLKILL VALLEY YOUTH ACTION GROUP

ahovetheinfluence

DATE

STUDENT NAME

PARENT NAME

STREET ADDRESS

MAILING ADDRESS

cIty STATE ZIp

CURRENT SCHOOL & GRADE

DATE OF BIRTH

STUDENT'S EMAIL: CELL #
PARENT/GUARDIAN EMAIL CELL #
PARENT/GUARDIAN HOME # WORK #
EMERGENCY CONTACT NAME PHONE #

MEDICAL CONDITIONS—ALLERGIES, CHRONIC CONDITIONS, OTHER:

MEDICATIONS

I HEREBY GRANT PERMISSION FOR MY CHILD TO PARTICIPATE WITH THE ABOVE THE INFLUENCE YOUTH GROUP,

A PROGRAM OF THE WALLKILL VALLEY COALITION & THE CENTER FOR PREVENTION & COUNSELING. | UNDERSTAND THAT
MY CHILD PARTICIPATES IN THESE ACTIVITIES AT THEIR OWN RISK AND THAT THE WALLKILL VALLEY COMMUNITY
COALITION AND/OR THE CENTER FOR PREVENTION AND COUNSELING AND ITS ADULT SUPERVISORS ARE NOT LIABLE FOR A
NY INJURY PERSONAL OR OTHERWISE TO MY CHILD OR CAUSED BY MY CHILD. SHOULD ANY PROBLEMS ARISE CONCERNING
THE BEHAVIOR OF MY CHILD, I WiLL COME PICK MY CHILD UP.

I RECOGNIZE THAT THE WALLKILL VALLEY COMMUNITY COALITION USES PHOTOGRAPHS AND VIDEO IMAGES OF EVENTS
FOR PUBLICITY MATERIALS SUCH AS THE WALLKILL VALLEY COALITION AND CFPC WEBSITE, NEWSPAPERS, NEWSLETTERS,
FACEBOOK PAGES, INSTAGRAM AND LOCAL TELEVISED MEDIA AND | HEREBY GRANT PERMISSION FOR PHOTONIDEO IMAGES
OF MY CHILD TO BE TAKEN AND USED FOR SUCH PURPOSES.

I AUTHORIZE THE TREATMENT, BY A QUALIFIED AND LICENSED MEDICAL DOCTOR, OF THE MINOR LISTED ABOVE IN THE
EVENT OF ANY MEDICAL EMERGENCY WHICH, IN THE OPINION OF THE ATTENDING PHYSICIAN, IS NECESSARY AND I/WE
CANNOT BE REACHED AFTER REASONABLE EFFORT HAS BEEN MADE TO SECURE MY PERSONAL CONSENT. I AM RESPONSIBLE
FOR ANY MEDICAL EXPENSES.

SIGNED: DATE:
(PARENT OR LEGAL GUARDIAN)

THE CENTER

FOR PREVENTION & COUNSELING




