PERMISSION SLIP AND AUTHORIZATION FOR MEDICAL TREATMENT
I hereby give consent and permission to allow my child (name) ____________________ who is a member of the (name of school/sponsoring organization) __________________ team to actively participate in the Dropping In a Microgravity Environment (DIME) Drop Days to be held on April ___, 20__ at NASA Glenn Research Center in Cleveland, Ohio. Because of the nature of the event, even with proper supervision and precautions, situations will arise that could result in injury or illness. Therefore, understanding this as a possibility, I hereby waive my rights to pursue any legal means or litigation against any DIME coordinators, and/or NASA itself, associated with this event, except in extreme negligence or disregard of the rules.  

In the event of a true emergency and when treatment or medical care is necessary, I hereby grant permission and power of attorney to the holder of this document as the designated person with the right to authorize medical treatment for my above named child, by any certified medical personnel, facility or hospital to render proper medical care and/or treatment. The following exceptions are noted for the record regarding any medical condition(s) of my child or restrictions of treatment:  (if none, please write none)

In addition, I declare my child, _____________________________, is a citizen of the United States.

______________________________________, _____________________________

(Signature)              




(Relationship)

(Address)

(Phone numbers where you can be reached during day and evenings)

(Emergency contact person, relationship and phone numbers)

Sworn to and subscribed in my presence this ____ day of ___________, 20__. 

(Notary Public)

