U.S. United Pageant
Health Waiver Form
Name:  ________________________________________________________

Address:  ____________________________________________ Apt:  _____

City:  ___________________________________________  State:  ____  Zip _________

Phone:  (     )  ___________________________________________

Notify in case of an emergency:  


Name:  _________________________________  Relationship:  _____________


Phone:  (       )_____________________________

I am allergic to the following:  ______________________________________________

Are you currently taking any medication(s)  ___no    ___yes (please list) _____________

_______________________________________________________________________

In the event of a medical emergency of illness, I authorize The U.S. United Pageant Organization or its contractors to secure medical services on my behalf and will not hold them liable for any treatment and/or condition as a result of services provided.  I further understand that I will be personally liable for any financial obligations that may arise as a result of treatment.

I certify that I am in excellent health and do not have a history of substance abuse or psychiatric treatment/disorder.  I do not have any physical impairment that would prevent me from participating in the 2005 U.S United Pageant.

I certify that the information provided on this from is true to the best of my knowledge.

_______________________________________   __________________________

please print full name




date

_______________________________________

signature

______________________________________  _____________________________

signature of parent/guardian if under 18 years of age

date
