
 
UNIVERSITY OF NOTRE DAME 

WAIVER, RELEASE AND INDEMNIFICATION AGREEMENT 
Reilly Visitation Program 2015 

 
 

I,___________________________________, am the parent or guardian of a minor who will be participating in the  
2015 Reilly Visitation Program at the University of Notre Dame du lac (“the University”) in Notre Dame, IN 
during the period of February 21 – February 24, 2015. 
 
I am fully aware that my child’s (or children’s) participation in the Program is totally voluntary. 
 
In consideration of the University’s agreement to permit my son(s) or daughter(s) to participate in the 
aforementioned Program, the receipt and sufficiency of which consideration is hereby acknowledged, I agree as 
follows: 
 
1) I, individually, and on behalf of my minor child (or children) and our respective heirs, successors, assigns 

and personal representatives, hereby release, and acquit and forever discharge the University and its 
employees, agents, servants, officers, trustees, and representatives (in official and individual capacities) 
from any and all liability whatsoever for any and all damages, losses or injuries to persons or property or 
both, including but not limited to any claims, demands, actions, causes of actions, damages, costs, 
expenses and attorneys fees, which arise out of, during or in connection with my child’s (or children’s) 
participation in the aforementioned Program, including but not limited to any damages, losses, or injuries 
(including death) to persons or property or both, or in participation in, activities at, sponsored by, or arising 
out of his or her travel to or from the University or to any off campus locations. 

 
2) I, individually, and on behalf of my minor child and our respective heirs, successors, assigns and personal 

representatives, hereby agree to indemnify, defend and hold harmless the University and its employees, 
agents, servants, officers, trustees and representatives (in their official and individual capacities) from any 
and all liability, loss or damage they or any of them incur or sustain as a result of any claims, demands 
actions, cause of action, judgments, costs or expenses, including attorney’s fees, which result from, arise 
out of or relate to my child’s (or children’s) participation in the aforementioned Program. 

 
3) I agree that this Release, Waiver, and Indemnity Agreement is intended to be as broad and inclusive as 

permitted by the laws of the State of Indiana, and if any portion hereof is held invalid, it is agreed that the 
balance hereof shall, notwithstanding, continue in full legal force and effect.  

 
4) In signing this Release, Waiver, and Indemnity Agreement, I hereby acknowledge and represent that I have 

read this entire document, that I understand its terms and provisions, that it effects my legal rights and 
those of my child (or children), that it is a binding Agreement, and that I have signed it knowingly and 
voluntarily. 

 
5) I hereby acknowledge and accept that there are certain risks, including, but not limited to bodily injury, 

paralysis and death, that could result from my or my child’s (or children’s) participation in the 
aforementioned Program at the University or off campus locations.  I have knowingly and voluntarily 
decided to assume the risks of these inherent dangers in consideration of the University’s permission to 
allow my minor child (or children) to participate in the aforementioned Reilly Visitation Program. 

 
  
  
Dated: ______________________________ 
  
 
____________________________________  ___________________________________ 
Parent or Guardian’s Signature    Prospective Student’s Signature  
 
____________________________________  ___________________________________ 
Phone number in case of emergency   Prospective Student’s name (printed) 



 
 

UNIVERSITY OF NOTRE DAME  
HEALTH INFORMATION AND CONSENT FOR EMERGENCY MEDICAL TREATMENT FORM 

 
Program Attending:    Reilly Visitation Program  Dates of Program:    February 21-24, 2015 
 
Student Name: ________________________________________   Birthdate:________________________________ 
 
Permission for Treatment:  The health history provided on this form is correct to the best of my knowledge.  By my 
signature below, I hereby grant permission and authorize the provision of emergency medical treatment in the event 
of an emergency involving an illness or injury while participating in a visit to the University of Notre Dame. 
 
Release of Information:  By my signature below, I authorize the University of Notre Dame to release medical 
information regarding the above named person to any person or entity to whom the University of Notre Dame refers 
the prospective student for medical treatment, including without limitation the University Health Service at Notre 
Dame.   
   

TO GRANT CONSENT  
 

I, (we) ___________________________________________________ of  __________________________________  
                   (City, State) 

 
____________________________________, ________________________________, do hereby state that should an  
          (Name of Child)  
      
emergency arise while the above named prospective student is visiting the University of Notre Dame, I, (we) do 
hereby authorize the University’s staff to obtain emergency medical treatment attention for him/her.   I, (we) do 
hereby give consent to any necessary examination, anesthetic, medical diagnosis, surgery or treatment, and/or 
hospital care to be rendered under the general or special supervision and on the advice of any physician or surgeon 
licensed to practice medicine during the program period. 
 
♦Family Doctor: ____________________________________  Phone:   ____________________________________ 
 
♦Family Dentist:  ___________________________________  Phone:   ____________________________________ 
♦Medical Insurance: ________________________, _______________________,  ___________________________ 

  (ID Number)                   (Group Number)            (Member’s Name) 
♦Medical History: Allergies, if any, including medication and foods:   _____________________________________ 
______________________________________________________________________________________________ 
♦Chronic or existing diseases or medical problems (e.g. diabetes, epilepsy):  ________________________________ 
______________________________________________________________________________________________ 
♦Medicines now being taken and dosage: ____________________________________________________________ 
♦Date of last Tetanus injection or booster (if known):  __________________________________________________ 
♦Any physical restrictions:  _______________________________________________________________________ 
 
I, (we) can be reached at the following phone numbers(s) in an emergency: 
___________________________________________________, (____) ____________________________________ 
(Name and Location)                  (Phone) 
___________________________________________________, (____) ____________________________________ 
(Name and Location)                  (Phone) 
 
___________________________________________________  Dated  ____________________________________ 
(Signature(s) of Parent(s)/Legal Guardian(s)) 
 
___________________________________________Dated______________________________________________    
Signature of Prospective Student 
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