
BOWLING GREEN STATE UNIVERSITY 
LIABILITY RELEASE, EMERGENCY MEDICAL AUTHORIZATION AND AGREEMENT  

Use Blue or Black Ink Only 
 

1. I desire to participate in the following activity trips (“Activity”) by registered student organizations which leave Bowling Green, OH. I fully 
understand and appreciate the dangers, hazards, and risks inherent in the Activity, in the transportation to and from the Activity, and in any 
independent research or activities I undertake supplemental to the Activity.  These dangers and risks can result in injury and impairment to my 
body, general health, well being, and could include serious or even mortal injuries and property damage. 

2. Knowing the dangers, hazards, and risks of such activities, and in consideration of being permitted to participate in the Activity, on behalf of 
myself, my family, heirs, and personal representative(s), I agree to assume all the risks and responsibilities surrounding my participation in the 
Activity, the transportation, and in any independent research or activities undertaken as supplemental and to release, waive, forever 
discharge, and covenant not to sue the State of Ohio, Bowling Green State University, and its governing board, officers, agents, employees and 
any students acting as employees (“Releasees”), from and against any and all liability for any harm, injury, damage, claims, demands, actions, 
causes of action, costs, and expenses of any nature that I may have or that may hereafter accrue to me, arising out of or related to any loss, 
damage, or injury, including but not limited to suffering and death, that may be sustained by me or by any property belonging to me, whether 
caused by the negligence or carelessness of the Releasees, or otherwise, while in, on, upon, or in transit to or from the premises where the 
Activity, or any supplement to the Activity, occurs or is being conducted. 

3. I understand and agree that Releasees are granted permission to authorize emergency medical treatment, if necessary, and that such action 
by Releasees shall be subject to the terms of this Agreement.  I understand and agree that Releasees assume no responsibility for any injury or 
damage which might arise out of or in connection with such authorized emergency medical treatment. 

4. It is my express intent that this release and hold harmless agreement shall bind myself, the members of my family and spouse, if I am alive, 
and my estate, family, heirs, administrators, personal representatives, or assigns, if I am deceased, and shall be deemed as a “Release, Waiver, 
Discharge and Covenant” not to sue the Releasees. 

5. In signing this Release, I acknowledge and represent that I have carefully read this Agreement and understand its contents and that I sign this 
document as my own free act and deed.  I further state that I am at least eighteen (18) years of age and fully competent to sign this 
Agreement; and that I execute this release for full, adequate, and complete consideration fully intending to be bound by the same.  I further 
state that there are no health-related reasons or problems which preclude or restrict my participation in the Activity, and that I have adequate 
health insurance necessary to provide for and pay any medical costs that may be attendant as a result of injury to me. I recognize that the 
University is not obligated to provide for any of my medical or medication needs or insurance and that I assume all risk and responsibility for 
those needs. If I am a driver, driving my personal vehicle, I certify that I personally carry Automobile Liability Insurance which includes medical 
payments coverage. 

6. I further agree that this Release shall be construed in accordance with the laws of the State of Ohio.  If any term or provision of this Release 
shall be held illegal, unenforceable, or in conflict with any law governing this Release the validity of the remaining portions shall not be 
affected thereby. 

 
If I am a University employee, I do not consider the activity within the course and scope of my employment with Bowling Green 
State University. By signing below I also agree to comply with the Bowling Green State University’s Code of Student Conduct and 
other University regulations regarding conduct, comportment, and academic integrity during my participation in the Activity.  I 
understand that the University has the right to enforce such standards of conduct and that I may be dismissed from the Activity at 
any time for failing to abide by such standards.   
 
THIS IS A LEGAL AGREEMENT AND INCLUDES A RELEASE OF LEGAL RIGHTS.  READ AND BE CERTAIN YOU UNDERSTAND IT BEFORE 
SIGNING. 
 
 
Signature: ___________________________________________________  Date:_____________________ 
 
Print Name: __________________________________________________ 
 

 
 

***************************************************************************************************** 
 

If under 18, this form must be signed by a parent or guardian before student can participate. 
 
_____________________________                    ____________________________           ___________________ 
(Print) Parent or Guardian          Signature              Date 
 
 
  

*Only one medical and liability form needs to be completed per academic year.*



BOWLING GREEN STATE UNIVERSITY 
PARTICIPANT EMERGENCY MEDICAL INFORMATION AND AUTHORIZATION 

Must be fully completed before the document can be processed. 
Use Blue or Black Ink Only 

Participant Information: (Please Print LEGIBLY)  
 
Name (First, Middle, Last):                             
 
Local Address:                                                   
 
Permanent Address:                                               
 
Cell phone number:                                                              Email Address:                     
  
Age:                       Date of Birth (mm/dd/yyyy):                       
 
Emergency Contacts: 
 
1.                                                    

Name                    Relationship     Phone 
 
2.                                              

Name                    Relationship             Phone 
 
Medical Information: 
 
Presently taking the following medication:                                               
 
Presently allergic to the following:                                               
 
Presently wear contact lenses or glasses (Yes/No)?                                             
 
List any known health conditions or chronic illnesses from which you suffer:                                         
 
                                              
 
Insurance Information: (please attach copy of insurance card, if available) 
 
                                                  
Medical Insurance Provider 
 
                                   
Subscriber Name       Subscriber Identification Number 
 
                            
Group Name        Group Number 
 
Medical Consent: 
 
By signing below, I hereby grant permission to the university and their duly authorized representatives to obtain emergency medical 
treatment on my behalf should I be rendered unconscious or otherwise unable to consent to treatment myself.      
 
Participant's Signature                             Date                       

 
************************************************************************************************ 

If under 18, this form must be signed by a parent or guardian before student can participate. 
 
_____________________________                   ____________________________                    ___________________ 
(Print) Parent or Guardian       Signature             Date 
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