
YOUTH ENTREPRENEUR | PARENTAL AGREEMENT & MEDICAL WAIVER FORM

MEDICAL WAIVER FORM
I/We hereby release, absolve, indemnify and hold harmless the organizer of this activity, sponsor, the supervisor, any or all of them. In case 
of injury to my/our child, I/we hereby waive all claims against the organizers, the sponsors, or any of the supervisors appointed by them. I/we, 
likewise, release from responsibility any person transporting my/our child to or from the activity, or to the doctor or hospital in case of injury. 
Likewise, I/we authorize the sponsor(s) or staff member of this activity, to give consent to a physician and/or hospital for emergency treatment or 
surgical treatment in the event that I/we cannot be reached by onsibility for any 
expense that may be incurred for said emergency treatment. My consent and signature is given below. I/We have read and agree to all of the rules 
and regulations applicable to the booth space rental and this Medical Waiver Form. I/We accept that this is a legally binding document and that all 
information provided is accurate and true. Should at any time this information become inaccurate, I/we will inform Indiana Black Expo, Inc.

PARENT/GUARDIAN SIGNATURE:        DATE:

PARENT AGREEMENT FORM

I, __________________________________ , the Parent/Guardian of __________________________________ , hereby give 
permission for his/her participation in the 2010 Indiana Black Expo, Inc. (IBE) Youth Entrepreneur Program, to be held in 
Indianapolis, IN, from Friday, July 16, 2010, to Sunday, July 18, 2010. I accept that if my child is under the age of 18, he/she must 
have adult supervision at his or her booth at all times. IBE will not be responsible for any lost or stolen items, or injury caused to 
my child or any participants of this booth (this includes children). I accept that this agreement works in conjunction with the 
Exhibitors Contract (page 3) and the Rules & Regulations (page 9) of the Summer Celebration Exhibitor Package.

YOUTH MEDICAL INFORMATION (PLEASE PRINT)

First Name:    M. I.     Last Name: 

Address 

City:     State:     Zip: 

Date of Birth:    Gender:               Male         Female 

Parent/Guardian Name:      Phone:

Name Of Doctor:       Phone: 

Address Of Doctor:      City:     State:   Zip:

Emergency Contact Name      Phone: 

Health Insurance Company:     Policy Number: 

Known Allergens: 

Medication(s) Currently Taking:
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REFLECT. RENEW. RESPOND.


