bdp(] HEALTH & WELLNESS: CONSENT AND RELEASE WAIVER

Performing Arts

Consent for Treatment
The purpose of the Health & Wellness Program is to identify health related issues as they pertain to the drum corps activity and
improve the overall physical wellness of the BD Performing Arts membership.

During the season various members of the Health & Wellness team, including but not limited to physical therapists, physical
therapist assistants, physicians, athletic trainers, massage therapists, chiropractors, exercise science specialists, kinesiologists,
nurses, nutritionists, body workers, researchers, and statisticians, may be working closely with you regarding health-related
issues. Members of the team may evaluate and/or treat chronic or acute impairments or functional limitations as they affect
your ability to perform your given role in the production. Evaluation may include examination eenings, tests/measures,
assessment and diagnosis. Treatment may include exercise prescription, physical training s, rehabilitative procedures,
mobilizations, stretching, massage, taping, modalities, and use of other physical agents muscle rub cream. You are
expected to cooperate fully with the evaluations, training programs, and treatment pr: s designed for you.

your responsibility to inform the Health & Wellness team of any known ¢
tasks.

Because of the nature of services provided, members of the Heg
inform the Health & Wellness team.

Based on the above information, | agree to cooper res, and to
comply with the training and treatment programs
understand the risks involved and nature of the pro

Consent for Release
I, the signee, hereby authorize BDP ell as any and all personnel representing
BDPA and the BDPA Health & Well i i erapists, physical therapy assistants,
physicians, athletic trainers, staff pe ici i ctors, exercise science specialists,
kinesiologists, nurses, nutritionists, bo i to release information regarding my medical
condition, including but imi inj iti sis, diagnosis, participation status, and

I, the signee, am voluntarily choo

authorization/consent for the discl of this health information is a condition for my participation in BDPA.

I, the signee, agree that once i n is disclosed by BDPA and/or the BDPA Health & Wellness Program to a third party,

BDPA and the BDPA Health s Program, including all of its team members, are no longer liable for any further
disclosure of the health information by the third party.

Student Signature Print Name Date

Parent/Guardian Signature Print Name and Relationship Date

(A parent or legal guardian must sign if the student is under 18 years old.)



