Calliope Productions Medical / Photo Release Form
Name of Student: _____________________________________________________

Please Indicate any Allergies or Special Medical Needs the Student has:

Emergency Contact Person: _________________________________

Emergency Phone Number During Rehearsal Times: ___________________________

Primary Care Physician’s Name:  _________________________________________
Primary Physician’s Phone Number: _________________________________

Health Insurance Provider: ______________________________________________

Policy Number: ______________________
I hereby grant permission for the staff of Calliope Productions to seek emergency medical treatment for my child during the Summer Workshop Program.

Signed:   _____________________________________________________   
Date: ___________________

(Note:  The above information will be kept confidential, and this sheet will be destroyed after the Workshop is over)
_   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _  
I hereby grant permission for Calliope Productions to use a photo or video of my child for promotional purposes related to the Summer Workshop Program.

Signed:   _____________________________________________________ 
 Date:___________________

