THE DANCER IN ME TRAINING INSTITUTE:
MEDICAL RELEASE/WAIVER FORM

[, understand that while participating in The
Dancer in Me Sacred Arts & Music Training Institute, I/my child may be at risk of physical
illness or injury which may be deemed as minimal, serious, catastrophic, and/or death. In
the event of iliness or injury, | authorize the Long Beach Unity Festival, Spirit of Praise
Sacred Artistry International to obtain necessary treatment (First Aid Technicians, EMT,
1st Responder, etc) on my/my child’s behalf. | further acknowledge and understand that |
will be responsible for any and all medical related bills that may be incurred for any
illness or injury that I/my child may sustain while dancing and attending the Conference.

EMERGENCY CONTACT NAME:

RELATIONSHIP TO PARTICIPANT:

EMERGENCY CONTACT PHONE NUMBER:

DOCTOR’S NAME:

DOCTOR’S PHONE NUMBER:

MEDICATIONS:

ALLERGIES:

On behalf of myself/my child, | hereby agree that | have read this Medical Release/Waiver
Form in its entirety and fully understand its contents. | am aware that this Medical
Release/Waiver Form exempts the liability of Spirit of Praise Sacred Artistry International
(SOPI), The Long Beach Unity Festival (LBUF), Cabrillo High School, Edna Manley
College, Partners/Venues, and further acknowledges my voluntary and knowing
assumption of the risk of injury or illness. My signature below indicates my own free will
and voluntary participation.

PARENT/SELF

SIGNATURE DATE

AUTHORIZATION TO USE PHOTOGRAPHS/VIDEOS/DVDS:

I, give Spirit of Praise Sacred Artistry
International, The Dancer in Me and LBUF the right to use photographs, videos, DVDs of
myself/my child for promotional material only.

PARENT/SELF SIGNATURE

DATE

Note: Participants will not be permitted to attend classes without this form on file.

PLEASE INDICATE WHICH EVENT YOU/YOUR GROUP ARE ATTENDING:
ONE-DAY DANCER IN ME/LB UNITY FESTIVAL SAT. MARCH 7TH IN LONG BEACH
DANCER IN ME INTERNATIONAL MARCH 22-30, 2020 IN KINGSTON, JAMAICA

PRINT/SCAN/EMAIL TO: LBUNITY@YAHOO.COM BEFORE MARCH 7, 2020 SUBMIT
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