
CHALLENGE	
  PROGRAM	
  –	
  ROPES	
  COURSE	
  

HEALTH	
  STATEMENT	
  

This	
  form	
  must	
  be	
  reviewed,	
  verified	
  and	
  approved	
  by	
  the	
  participant’s	
  Parent	
  or	
  Guardian	
  if	
  participant	
  is	
  under	
  

18	
  years	
  of	
  age.	
  	
  

Organizing	
  Agency	
  or	
  Group:	
  __________________________________________Date of Program: ___________ 
Participant’s Legal Name: ______________________________________ 
Preferred Name: __________________________  Age: _______________  Date of Birth: M_____/D______/Y______ 
Address: _______________________________________________________________________________________ 
Email: ________________________________________________  Phone ___________________________________ 
Emergency Contact: ___________________________________ Phone: ____________________________________ 
Do you have any known physical or medical conditions which could limit your participation or physical activity 
(such as asthma, phobias, diabetes, heart disease, recent surgeries, injuries, pregnancy, etc.)? List conditions and limits 
to activity: _______________________________________________________________________________________
________________________________________________________________________________________________
List all medications taken that could impact your ability to engage in the activity: _____________________________ 
_______________________________________________________________________________________________ 
List known allergies and reaction: ___________________________________________________________________ 
_________________________________________________________________________________________________ 

____By initialing here, I agree to bring any emergency medications I have been prescribed with me to the program. 
This includes medication such as inhalers, epinephrine or medication for heart conditions. Please list medication: 
_______________________________________________________________________________________________ 

Any additional relevant medical/physical information: _________________________________________________ 
_______________________________________________________________________________________________

The	
  information	
  I	
  have	
  provided	
  here	
  is	
  a	
  complete	
  and	
  accurate	
  statement	
  of	
  the	
  physical	
  factors	
  
which	
  may	
  affect	
  my	
  health	
  and	
  participation	
  in	
  the	
  Pima	
  County	
  High	
  Ropes	
  Challenge	
  Program	
  
(PCCE).	
  I	
  realize	
  failure	
  to	
  disclose	
  information	
  could	
  result	
  in	
  serious	
  harm	
  to	
  myself	
  and	
  fellow	
  
participants.	
  I	
  agree	
  to	
  hold	
  the	
  State	
  of	
  Arizona,	
  the	
  Arizona	
  Board	
  of	
  Regents,	
  the	
  University	
  of	
  
Arizona,	
  Pima	
  County	
  Cooperative	
  Extension,	
  (PCCE)	
  and	
  their	
  employees	
  and	
  agents	
  harmless	
  from	
  
claims,	
  injuries	
  or	
  damages	
  to	
  me.	
  In	
  case	
  of	
  emergency,	
  this	
  consent	
  also	
  authorizes	
  the	
  release	
  of	
  
this	
  form	
  and	
  all	
  medical	
  and	
  accident	
  report	
  forms	
  to	
  doctors,	
  hospitals,	
  insurance	
  companies,	
  my	
  
employer,	
  or	
  other	
  persons	
  or	
  entities	
  deemed	
  appropriate	
  by	
  PCCE.	
  

Print Your Full Name: _______________________________________________________________________

Your Signature: ________________________________________________   Date: ______________________
(Parent or Guardian must sign if participant is under 18)

Issued in furtherance of Cooperative Extension work, acts of May 8 and June 30, 1914, in cooperation with the U.S. Department of Agriculture, 
Jeffrey C. Silvertooth, Associate Dean & Director for Economic Development & Extension, College of Agriculture Life Sciences, The University 
of Arizona. The University of Arizona is an equal opportunity, affirmative action institution. The University does not discriminate on the basis of 
race, color, religion, sex, national origin, age, disability, veteran status, or sexual orientation in its programs and activities. 




