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LIABILITY RELEASE FORM

Purpose. This document informs the participants and/or legal guardians of specific issues requiring consent during
Challenge Course and Outdoor Education Programs at Camp Arnold at Timberlake.

1. Release and Indemnification
2. Policy for Pregnant Woman

Condition. Participant is required to sign this document to acknowledge understanding and agreement of the content. If
the participant is under 18 years of age, the parent or guardian is required to sign.

Release and Indemnification _ The undersigned participant and parent or guardian acknowledge that The Salvation
Army, as part of its recreational, physical and outdoor educational program at Camp Arnold in Eatonville, Washington, has
created a challenge course designed to enhance the coordination and physical condition of participants. The undersigned
persons acknowledge further that The Salvation Army has taken reasonable precautions to assure that its education
program will provide a safe experience for participants. The undersigned also acknowledge that the program requires
physical exertion and strenuous effort. As with any physical activity involving strenuous physical effort, it is not without
risk. The undersigned persons acknowledge that the participant is in good general health and physically fit to participate
in the program. The undersigned also acknowledge that with particular reference to the High Challenge Course,
participant will be wearing a harness as part of a safety system designed to mitigate injury from any fall.

The undersigned persons acknowledge and agree that neither The Salvation Army nor any facilitator or employee
of The Salvation Army shall be held liable for any occurrence in connection with the education programs that may result in
injury or other damage to the undersigned participant, and the undersigned further agree to indemnify and hold harmless
The Salvation Army and all persons associated with it from any claim by the undersigned participant or his/her family,
estate or heirs arising out of participant’s enrollment and participant in any recreational or educational program of The
Salvation Army.

The undersigned persons further acknowledge that enroliment in The Salvation Army challenge course,
recreational or outdoor educational program is entirely voluntary, and that in consideration of being able to enroll and
participate in a course, the undersigned persons hereby assume all risks related to the course for any injury or damage to
person or property that may result while the undersigned patrticipant is enrolled in the course and the undersigned assume
all risks connected with participation in the course, whether foreseen or unforeseen.

Policy for Pregnant Women: _ Women who are pregnant are invited to participate in Team and Low Challenges,
Initiatives, Games and other activities associated with the Outdoor Education Program. The woman and the facilitator will
discuss safety issues of each activity and decide whether or not the activity compromises the safety of the mother and the
unborn child. Pregnant women are prohibited from climbing on the High Elements. Pregnant women will not be
harnessed.

Appropriate signatures are required before particip ant can partake in Challenge Course and/or Outdoor
Education Program activities.

Print Name (of participant) Signature (of participant) Date

Print Name of Parent/Guardian if under 18 Signature of Parent/Guardian if under 18 Date

Address Phone Number

Revised: May, 1998
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MEDICAL RELEASE AND INFORMATION FORM

A. General Information (Please Print) Name of School, Group or Organization:

Name of Participant: Phone: (H)
Address: City: State: Zip Code:
Male Female Age: Birth Date: (Month) (Day) (Year)

B. Medical and Insurance Information

Name of Personal Physician: Phone:

Is participant covered by any hospitalization, health or medical insurance?  Yes  No

Company/Carrier and Policy Number:

C. Medical History

List any limiting physical/health conditions that participant has (temporary or permanent).

List all medication participant is currently taking.

Allergies List all known allergies to medications.
Is participant allergic to bee stings? Yes No
If yes, will participant have a sting kit with her/him at Camp Arnold? Yes No
Cardiac Conditions (please check any conditions that apply to participant)
Family History of Heart Disease Heart Murmur or Irregular Heart Beats
Heart Disease or Heart Attack Chest Pains or Shortness of Breath
Family History of High Blood Pressure High Blood Pressure
Conditions of Concern  (please check any conditions that apply to participant)
Asthma If yes, will participant have an inhaler with her/him at Camp Arnold? Yes No
Epilepsy Learning, Emotional or Behavioral Conditions
Diabetes Back, Neck or Knee Problems
Pregnant Any impairment of Sight, Hearing or Speech

If you have checked any of the above, please provide details on each (use the back side of this page).
List any other condition(s) that the staff should be aware of (use the back side of this page).

D. Signature of Student and__ Parent/Guardian
| hereby understand that all reasonable precautions for my health and safety are taken by Camp Arnold during my participation
in The Outdoor School and the Challenge Course Program and that participation in all activities is at my own risk.

| hereby authorize The Salvation Army, acting through any adult officer thereof, into whose care | have been entrusted, to
consent to any X-ray examination, anesthetic, medical or surgical diagnosis or treatment and hospital care to be rendered to me under
the general or special supervision and the upon advice of a physician and surgeon licensed under the provisions of the State Medical
Practice Act or to consent to an X-ray examination, anesthetic, dental or surgical diagnosis or treatment and hospital care to be
rendered to said minor by a dentist licensed under the provision of the Dental Practice Act.

Should an accident or emergency occur that renders me unable to communicate or judge correctly, | hereby give permission to
the physician selected by present Camp Arnold staff member to hospitalize and/or secure proper treatment for me, except as noted
below. | agree to hold only myself liable for these noted exceptions:
Exceptions to treatment/hospitalization (use the back side of this page):

Print Name of PARTICIPANT Signature of PARTICIPANT Today’s Date
Print Name of Parent/Guardian Signature of Parent/Guardian Today’s Date
EMERGENCY CONTACT PERSON (#1): PHONE:

EMERGENCY CONTACT PERSON (#2): PHONE:
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HIPAA PRIVACY
AUTHORIZATION FOR USE AND DISCLOSURE OF
PERSONAL HEALTH INFORMATION

This authorization is prepared pursuant to the requirements of the Health Insurance Portability and Accountability
Act of 1996 (P.L. 104-191), 42 U.S.C. Section 1320d, et. seq., and regulations promulgated thereunder, as amended from
time to time (collectively referred to as “HIPAA”). It affects your rights in the privacy of your personal healthcare
information. PLEASE READ IT CAREFULLY BEFORE SIGNING.

The Salvation Army Camp Arnold , (“Covered Entity”) will not condition treatment, payment, enrollment in the
health plan, or eligibility for benefits, as applicable, on your providing authorization for the requested use or disclosure,
when such conditioning is prohibited under HIPAA. YOU MAY REFUSE TO SIGN THIS AUTHORIZATION.

By signing this authorization you acknowledge and agree that Covered Entity may use or disclose your child’s
health history and medical records for the purpose of providing appropriate medical and emergency care, by the camp
nursing staff or emergency medical personnel responsible for the care and treatment of your child.

[complete either (1) or (2)]:

(2) for the purpose(s) of determining appropriate levels of participation for my child and to ensure that all necessary
treatment is administered in the event my child sustains an injury while at camp. | also release this information for the
purpose that all medication sent with my child is administered according to my physician’s orders.

(2) at my request. [If you have initiated this Authorization and you do not want to provide a description of the
purpose of the use or disclosure that you are authorizing, you may leave (1) blank and, instead, check off or put an X in
the blank.]

By signing this authorization you agree that Covered Entity or its Business Associates and all of their employees
who have access to your child's personal health care information may disclose your child’s personal health care
information to emergency medical personnel, police, and or fire and rescue personnel.

In accordance with your rights under, and subject to certain restrictions imposed by, HIPAA, you may inspect or
copy your personal health care information in the designated record set maintained by Covered Entity for as long as the
personal health care information is maintained in the designated record set.

You have the right to revoke this authorization, in writing, at any time, except to the extent that Covered Entity has
taken action in reliance on it. A revocation is effective upon receipt by Covered Entity of a written request to revoke and a
copy of the executed authorization form to be revoked at the following address: 33712 Webster Rd. E. Eatonville, WA
98328.

This authorization will expire on the earliest of: (i) revocation of the authorization, (ii) a finding by the Secretary of
the U.S. Department of Health and Human Services, Office of Civil Rights that this authorization is not in compliance with
requirements of HIPAA, (iii) complete satisfaction of the purposes for which this authorization was originally obtained, to
be determined in the reasonable discretion of Covered Entity, (iv) six years from the date this authorization was executed,
or (v) [fill in the following blank only if you want to specify an earlier expiration date]

By signing this authorization you acknowledge and agree that any information used or disclosed pursuant to this
authorization could be at risk for redisclosure by the recipient and no longer protected under HIPAA.

Acknowledged and agreed to:
By:
Print Name

Parent/Guardian Signature: Date:
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THE SALVATION ARMY — CAMP ARNOLD
NOTICE OF PRIVACY PRACTICES
EFFeCTIVE DATE: APRIL 14, 2003

FOR YOUR THIS NOTICE DESCRIBES HOW PERSONAL HEALTH
PROTECTION INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS

INFORMATION. PLEASE REVIEW IT CAREFULLY.

YOUR HEALTH We understand that the information we collect about you is personal.
INFORMATION Keeping information about you private is one of our most important
IS PRIVATE responsibilities. We are committed to protecting your private health

information and following all laws regarding its use. The law says:

1. We must keep your health care information from others who do not
need to know it.

2. You may ask that we not share certain health care information. (In
some instances, we may not be able to agree with your request.)

WHO SEES AND Your private health information is shared by staff of Camp Arnold in
SHARES MY the planning, delivery and documentation of the services we provide to
PERSONAL you.

INFORMATION?

We may share health information about you in order to help you get
services you may need. For example:

In the unlikely event of an accident and you should need
emergency medical assistance, we will provide your health
history and signed release for treatment to the att ~ ending hospital

staff and/or emergency medical personnel.

To ensure your success in the program while at camp , it will be
necessary to share with the appropriate Camp Arnold staff your
information related to medication taken and/or othe r medical
conditions that may require restricted or modified participation in
camp programs and activities.

On the check in day of your program, a trained memb  er of the
Camp Arnold staff will conduct a review of your hea Ith history
and medical release.
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WHAT IF MY You may be asked to sign a separate form, called an authorization
PERSONAL form, allowing your health care information to go somewhere else.
INFORMATION
NEEDS TO GO The authorization form tells us what, where and to whom the
SOMEWHERE information must be sent. Your authorization is good for six (6)
ELSE? months or until the date you put on the form. You can cancel or limit
the amount of information sent at any time by letting us know in
writing.
COULD MY HEALTH |The law permits, and sometimes requires us to report your health
INFORMATION BE information without your authorization in these instances:
RELEASED WITHOUT |1. Contagious diseases;
MY 2. Firearm injuries and other trauma events;
AUTHORIZATION? 3. Reactions and problems with medicine;
3. To the police when required by law;
4. When the court orders us to do so;
5. To emergency personnel in an emergency;
6. To a government agency conducting audits, investigations, civil or

criminal proceedings;

. To a business associate providing us a service in your behalf;

. To report abuse, neglect or domestic violence;

. To Workers Compensation for work related injuries;

10. Birth, death, and immunization information;

11. To the Federal Government when they are investigating something
important to protect our country, the President and/or other
government workers.

12. We may also report serious threats to public health safety

©O 00~

MAY | HAVE A COPY |This notice is yours. If there are important changes in this notice, you

OF THIS? will be given a new one.
QUESTIONS OR The Camp Director will answer basic questions about this notice, your
COMPLAINTS? privacy rights and privacy protection here.

If responses are unsatisfactory, Complaints or Grievances regarding
your privacy rights should be put in writing and directed to:

The Salvation Army Privacy Officer
PO Box 9219, Seattle, WA 98109

You can also complain to the federal government Secretary of Health
and Human Services (HHS) or the Office for Civil Rights at the U.S.
Department of Health and Human Services

Your health care services will not be affected by any complaint made
to The Salvation Army Privacy Officer, Secretary of Health and Human
Services, or Office of Civil Rights.




