






recourse against the Property Owners, __________________, Events At Universal Locations, LLC, G P 
Events,  and the officers, directors, employees and agents of each of them is knowingly given up in return 
for allowing my/minor’s participation in the activity.  My signature on this document is intended to bind not 
only myself but also my successors, heirs, representatives, administrators, and assigns. 
 
Please utilize the space below to provide any 
medical/prescription information that you request be 
released to emergency medical providers. 
 
______________________       __________________ 
Emergency contact name (print)                             (Area code) Phone number 
 
____________________________________ 
Relationship to the participant 
 
List medical/prescription information below: 
___________________________________________ 
___________________________________________ 
___________________________________________ 
 

  
_______________________________     _____________  
Participant’s signature                                                                             date 

 
_______________________________    ______________ 
Parent’s signature (required)                                                                  date 
 
_______________________________  _______________ 
Participant’s Name (print)                                                     (Area code) Phone number 
 
_______________________________________________ 
Address                                                                  City/State                              Zip 
 
WITNESS (must be at least 18 years old) 
________________________________     ____________ 
Signature                                                                                                        date 
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