[image: image1.jpg]cgo Premier Health





Premier Health MedQuest – Miami Valley Hospital
Registration Packet
June 21, 2016
8:30 a.m. – 3:15 p.m.
Student Information

High School: 











  
Graduation Year:




  GPA: 






Name: _____________________________________________________    DOB:




Last


First


Middle Initial 

Address: 















Street




City



Zip    
Home Phone:





Alternate Phone:



   

e-mail:












   
Name of Parent or Guardian:










Parent e-mail:













Parent Home Phone:



         Parent Alternate Phone:



Do you have any known allergies? 









Do you have any medical conditions or physical limitations?





Do you have any additional special needs? 
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Permission Slip / Release of Liability and Waiver of Claims
To Whom It May Concern:

I hereby give permission for my son/daughter_________________________________________ to participate in the Premier Health MedQuest education activity (“event”) held at Miami Valley Hospital in Dayton, Ohio.  I understand and agree that this is an educational activity and that my son/daughter is not entitled to any compensation for his/her involvement.  I also understand that my son/daughter is personally responsible for his/her personal possessions and to keep items of value at home, and therefore release Premier Health and/or its affiliates for any damage or loss of any of my property or any property of my son/daughter. I also understand that injury to my son/daughter is possible and that my son/daughter may participate in physical activities during the event. I therefore release Premier Health from liability and waive any and all claims related  to injuries or death of my son/daughter in participating in the event which injuries or death are not due to the negligence of any employee/agent of Premier Health and/or its affiliates.
Signed________________________________________________ Date ___________________

Relationship___________________________________________________________________

Emergency Contacts
Primary

Name






Daytime phone




Secondary phone




Relationship 





Secondary

Name






Daytime phone




Secondary phone




Relationship 





Name of preferred physician for contact in case of emergency 
Media Authorization Form

By signing my name below, I hereby agree to the request for interview, photographs, filming and/or videotaping of me and the hospital’s employees, independent contractors, agents and medical staff concerning my medical care and treatment and/or other matters for purposes of publication in newspapers, magazines, or other printed media, broadcast by means of radio or television transmission, and publication on the hospital’s website as well as social media websites such as Flickr.com, Facebook.com, etc. I agree that I am not entitled to any compensation for any such publication.

I understand that the interview, photographs, filming and/or videotaping I authorize a person or entity to receive may be re-disclosed and no longer protected by Federal privacy regulations. I understand that this authorization is voluntary and that I may refuse to sign this authorization. My refusal to sign will not affect my ability to obtain treatment. I understand that this authorization has no expiration date. During the time of such photography, recording, filming and/or interviewing, I understand that I have the right to request the cessation of the same. I understand that except to the extent that action has been taken based on my authorization, I may withdraw this authorization at any time by written notification to the hospital’s Communications Department.

I hold the hospital free and harmless from any and all liability resulting from the interview, photographs, filming and/or videotaping or any publication of the same. I understand this form signifies my consent.
(Print Full Name)

(Street Address)



(City)


(State)


(Zip)

 (Home Phone)






(Business Phone)

(Signature – if under 18, parent or guardian must sign and state relationship)

(Witness)






(Date)

Hospital(s) – Check those that apply:
( Atrium Medical Center

( Premier Health



( Good Samaritan Hospital

( Premier HealthNet



( Miami Valley Hospital


( Premier Health Specialist



( Upper Valley Medical Center

( Upper Valley Professional Corporation

Use Details:



___________________________________________________ 

Description: 
Purpose of This Photo/Interview/Videotape: 








Return to: Communications Dept, Atrium Medical Center, One Medical Center Drive, Franklin OH 45005 

Return to: Communications Dept, Good Samaritan Hospital, 2222 Philadelphia Drive. Dayton OH 45406

Return to: Communications Dept, Miami Valley Hospital, One Wyoming Street, Dayton OH 45409

Return to: Communications Dept, Upper Valley Medical Center, 3130 N. County Road 25-A, Troy OH 45373

Return to: Marketing Dept, Premier Health, 110 N. Main Street, Dayton OH 45402

PR-70
Rev. 2/13
Questions: (937) 499-8805





Fax:    (937) 499-5270





Email:  � HYPERLINK "mailto:jobshadowing@Premierhealth.com" �jobshadowing@Premierhealth.com�








Submit registration form by June 10 to:





Mail:    Premier Health Support Services


Attention: Yolanda Munguia


110 N. Main Street, 18th Floor


Dayton, OH 45402








