D’Iberville Volunteers Foundation

11322 Lamey Bridge Road

D’Iberville, MS 39540
MEDICAL / LIABILITY RELEASE FORM AND AGREEMENT
(Please type or print unless signature is required)

Name of Volunteer: ________________________________________________ (“Volunteer”)

D O B: ___________________________________ SSN: ______________________________
Address: _____________________________________________________________________
City/State/Zip: ________________________________________________________________
Telephone: (Cell) ________________________ (Day/Evening) _________________________
Name of Group: ______________________________________________________ (“Group”)

Gender:  Male (    Female (
Age: ____________
I, ___________________________________ (“Volunteer”), in consideration of the services of

________________________________ (“Group”) from _______________________________

(city/state), the services of the D’Iberville Volunteers Foundation, Inc. (“Foundation”), and the services of the City of D’Iberville, Mississippi (“City”), in further consideration of the rights and opportunities afforded to me participate in the following Activity:

· Hurricane Katrina Disaster Recovery efforts and lodging at the D’Iberville Volunteer Village at Rudy Moran Park in the City of D’Iberville, Mississippi (“Activity”)

RELEASE:  I hereby voluntarily release and forever discharge the Foundation and the City from any and all liability, claims, demands, actions, or rights of action which are related to, arise out of, or are in any way connected with my participation in the Activity, including without limitation the negligent and other acts or omissions of the Foundation or the City, from all defense costs, including attorney’s fees, or from any other costs incurred in connection with claims for bodily injury or property damage which I may negligently or intentionally cause to third parties in the course of my participation in this Activity.  I further agree, promise, and covenant not to sue or assert any claim against the Foundation or the City for any injury, death, illness, disease, or damage to myself or to my property, arising from or connected with my participation in the Activity or from any claim asserted against me by third parties.  

MEDICAL COVERAGE:  I understand and acknowledge that no medical or other insurance or health care benefits will be provided to me by the Foundation or the City during the Activity, and I certify that I have sufficient health, accident, and liability insurance or other benefits to cover any bodily injury or property damage that I may incur while participation in the Activity and to cover bodily injury or property damage caused to a third party as a result of my participation in the Activity, as follows: 

Insurance Company ____________________________________________________________

Policy #______________________________________________________________________

Address: _____________________________________________________________________
MEDICAL RELEASE: I hereby further certify that I will voluntarily participate in the Activity and I hereby grant permission to those individuals in charge of the Activity to seek emergency medical assistance should the same be required.

Person to be notified in case of injury:

Name __________________________________________________________________


Address: ________________________________________________________________


Daytime Telephone: _______________________________________________________


Evening Telephone: _______________________________________________________


Cell Phone: ______________________________________________________________
ALL VOLUNTEERS MUST SIGN:

My signature below indicates that I have read this entire two-page document, understand it completely, and agree to be bound by its terms.

SIGNATURE OF VOLUNTEER: _________________________________________________

PRINTED NAME OF VOLUNTEER: ______________________________________________

DATE EXECUTED: ____________________________________________________________
SIGNATURE MUST BE WITNESSED:

SIGNATURE OF WITNESS: ____________________________________________________

PRINTED NAME OF WITNESS: _________________________________________________

DATE WITNESSED: ___________________________________________________________
Medical and Liability Release Form
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