CALLIOPE WORKSHOP EMERGENCY CONTACT/PHOTO RELEASE FORM



[bookmark: _Hlk123980908]Student:	Name_________________________________________________________________

		Workshop______________________________________________________________

Family Contact Info:

Home Address________________________________________________________________________

City, State, ZIP _______________________________________________________________________

Primary Contact # ____________________________  Alternate contact #_________________________ 	

Student Medical Info: (all information provided will be kept confidential and destroyed once the workshop is over)

Please indicate any allergies or other medical issues that your child/children have, as well as any medications they are taking if they need to be administered during workshop hours:

[bookmark: _Hlk123980488]____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________


Please indicate any additional information about your child that you think we should know so that we may best support them while they are with us: (i.e. social/emotional concerns, or if they typically receive behavioral/academic accommodations in their school setting) 

____________________________________________________________________________________

____________________________________________________________________________________

Emergency Contact Info:

(1) Name_______________________________________ Relationship___________________________

[bookmark: _Hlk123979049]Emergency phone number during workshop hours: ____________________________ 

(2) Name_______________________________________ Relationship___________________________

Emergency phone number during workshop hours: ____________________________

[bookmark: _Hlk123979982]Emergency Medical Info:

PCP’s Name: ______________________________________ Phone # ___________________________


I hereby grant permission for the staff at Calliope Productions to seek emergency medical treatment for my child during the workshop:

Signed: _______________________________________________ Date: _________________________

I hereby grant permission for Calliope Productions to use a photo/video of my child for promotional purposes related to this workshop program:

Signed: _______________________________________________ Date: ________________________
