SANTA CLARA HIGH SCHOOL
STUDENT AND YOUTH ACTIVITY PERMISSION FORM

Activity: Santa Clara High School - Shadow Day
Location: Santa Clara High School Shadow Date:
Cost: Free Adult Leader: Santa Clara High School Faculty/Staff

STUDENT NAME:

School: Grade: ‘
MOTHER: FATHER:

Primary Address:

City: Zip:

Mother Cell Phone: Father Cell Phone:
Student Cell Phone:

Email (Primary): Email (2):

| request that my child be permitted to participate in the above activity. My child has no medical condition that would
render it inappropriate for him/her to participate in this activity. | agree to direct my child to cooperate and conform to
directions and instructions of the parish, school or Archdiocesan personnel responsible for this activity.

As a condition of participating in this activity, | hereby release and discharge The Roman Catholic Archbishop of Los
Angeles, a corporation sole, Archdiocese of Los Angeles Education & Welfare Corporation and the school and
parish, their respective employees and any parent/volunteer/ chaperone, from any and all claims for personal
injuries, wrongful death or property damage that my child may suffer as a result of participation in the activity
described above, whether or not such injuries or damage are caused by the negligence (active or passive) of the
Archdiocese, the parish, the school or their employees or chaperones.

Should it be necessary for my child to have medical treatment while participating in this activity, | hereby give the
responsible personnel or chaperones permission to use their judgment in obtaining medical service, and | give
permission to the physician selected by the school personnel or chaperone to render medical treatment deemed
necessary and appropriate by the physician. | agree to relieve the school and other participating adults from any
liability in connection with this request.

| understand that the insurance benefits through the school or parish, if any, may have limited application, and that |
am entirely responsible for the cost of all medical treatment provided to my child. | agree to indemnify and hold the
school harmless from the cost of any medical treatment and related expense and cost incurred.

| understand and agree that my child’s image may be used for school purposes including, but not limited to,
publicity, exhibits, electronic media broadcasts or research.

Parent/Guardian Name: (Please print neatly)

Parent/Guardian Signature: Date:

For more SCHS Admissions Information contact: ranney@SantaClaraHighSchool.com

Santa Clara High School, 2121 Saviers Rd., Oxnard, CA 93033 Phone: (805)483-9502 Fax: (805)486-7006
www.SantaClaraHighSchool.com




