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Fairfield Museum and History Center
a/k/aFairfield Historical Society
Release and Agreement

NAME OF CHILD:

ACTIVITY:

DATE(S) OF ACTIVITY: SESSION NUMBER:

I/We the undersigned Parent(s) or Guardian(sh@fabovenamed chilcagree to the following
understandings:

1. The Activity begins when my child is signed off at camp each morning by me with an agent,
employee or volunteer of the Fairfield Museum and History Center Activity and ends when | pick
up my child andsign off as having picked up my child from the Activity.

2. | agree to release Fairfield Museum and History Center a.k.a Fairfield Historical Society, and
any of its agents, employees, volunteers, committee members, officers, directors, inditees an
guests, as well as their heirs, successors and/or assigns and not to sue such parties for any claims,
liabilities, demands and causes of action arising out of, or connected to, personal injury, illness,
death or property damage resulting from anyseauhatsoever other than their own [gross]

negligence. | agree to indemnify, defend and hold harmless Fairfield Museum and History Center
and any of its agents, employees, volunteers, committee members, officers, directors, invitees
and/or guests, as welk their heirs, successors and/or assigns from any damages resulting from any
events over which they have no control such as, but not limited to, Acts of god, strikes, accidents or
governmental actions. In addition, | will indemnify, defend and hold kesri-airfield Museum

and History Center, and any of its agents, employees, volunteers, committee members, officers,
directors, invitees and/or guests, as well as their heirs, successors and/or assigns from any claims,
liabilities, costs or expenses arigiaout of personal injury or property damage occurring during the
Activity.
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RELEASE AND AGREEMENT

3. 1 will, to the extend allowed by law, indemnify, defend and hold harmless Fairfield Museum and
History Center, and any of its agents, empks;, volunteers, committee members, officers,

directors, invitees and/or guests, as well as their heirs, successors and/or assigns from any claim,
liability and damage to person or property of others that my child or | either cause or contribute to
duringthe Activity.

4. [ will instruct my Child and I will abide by such rules, regulations and directioRaidfeld
Museum and History Center, and any of its agents, employees, voluntenmsittee members,
officers, directors, invitees and/or guestshiarge of and/or involved in the Activity issue orally or
in writing.

5. If my Child, , becomes ill or incapacitated, Fairfield
Museum and History Center, and any of its agents, employees, volunteers, Comnmitessne
officers, directors, invitees and/or guests involved in the Activity, may take any action it/they deem
necessary for my Childdés safety and wel |l bein
at my expense. | have provided Fairfield Mus) and History Center with complete current and
accurate medical information regarding my Child. | authorize any licensed physician to administer
any proper medical treatment to my child in the event of a medical emergency occurring during the
course othe Activity. | understand that this authorization is given prior to any need for medical
care and is given to avoid any unnecessary delay for whatever emergency medical the physician
may deem appropriate and advisable in the exercise of his/her judghassume that a reasonable
effort will be made to contact me as | have | have provided Fairfield Museum and History Center
with complete current and accurate contact information for me and my spouse [if applicable]. |
authorize Fairfield Museum and kbsy Center staff, and any of its agents, employees, volunteers,
Committee member€©fficers, directors, invitees and/or guests involved in the Activity to arrange

for emergency transportation away from the Activity program site to a medical facility.

Guardian/ Parent signature date
Emergency Telephaw Email address:
Guardian/ Parent signature date
Emergency Telephone # Email address:
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State of Connecticut Department of Education
Health Assessment Record

To Parent or Guardian:
In order to provide the best educational experience, school personnel must understand your child’s health needs. This form requests
information from you (Part I) which will also be helpful to the health care provider when he or she completes the medical evaluation (Part II).
State law requires complete primary immunizations and a health assessment by a legally qualified practitioner of medicine, an
advanced practice registered nurse or registered nurse, a physician assistant or the school medical advisor prior to school entrance in
Connecticut (C.G.S. Secs. 10-204a and 10-206). An immunization update and additional health assessments are required in the 6th or
7th grade and in the 9th or 10th grade. Specific grade level will be determined by the local board of education.

Please print

Name of Student (Last, First, Middle) ' Birth Date Sex
Address (Street) Race/Ethnicity

Q American Indian 0 White, not of Hispanic origin
(Town and ZIP code) QO Asian QO Hispanic/Latino

Q Black, not of Hispanic origin Q Other
Home Telephone Number School 3 Grade
Name of Parent/Guardian (Last, First, Middle)
Health Care Provider Health Insurance Company/Number* or Medicaid/Number*
* If applicable If your child does not have health insurance, call 1-877-CT-HUSKY

Part I — To be completed by parent
Important: Complete Part I before your child is examined.
Take this form with you to the health care provider’s office.

Please check answers to the following questions in columns on the left.
(Explain all “yes” answers in the space provided below.)

5
Z
o

Do you have any concerns about your child’s general health (overall eating and sleeping habits, teeth, etc.)?

Has your child been diagnosed with any chronic disease? O asthma QO diabetes Q seizure disorder O other.

Does your child have any allergies (food, insects, medication, latex, etc.)?

Does your child take any medications (daily or occasionally)?

Does your child have any problems with vision, hearing or speech (glasses, contacts, ear tubes, hearing aids)?

Has your child had any hospitalization, operation, major illness or injury, or significant accident? (Please specify.)

In the last 12 months, has your child experienced any difficulty with wheezing, excessive coughing or excessive night waking?
(Please specify.)

In the last 12 months, has your child experienced any difficulty with excessive weight loss or weight gain, or excessive thirst or
urination? (Please specify.)

Does your child have health insurance? (If your child does not have health insurance, call 1-877-CT-HUSKY)

Does your child have dental insurance?

Would you like to discuss anything about your child’s health with the school nurse?

NP U 1
o000 0 poUOOoOOCOoOo

&

10.
11.

000 0O DOOODOOO

Please explain any “yes” answers here. For illnesses/injuries/etc., include the year and/or your child’s age at the time.

1 give permission for release of information on this form for confidential use in meeting my child’s health and educational needs in school.

Signature of Parent/Guardian Date

HAR-3 REV. 4/2008 To be maintained in the student’s Cumulative School Health Record
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