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WVU Hospitals / University Health Associates

Visiting Clinician

Information and Release Form
__________________________________




Printed Name

Applicable Health Information

Please list all known allergies or indicate None: _____________________________________
________________________________________________________________________________________________________________________________________________________
Please read the following statements and check the box next to the statement if you agree that the statement is accurate.
 
□  
My immunizations, as listed below, are up-to-date:

· MMR (Measles, Mumps & Rubella).  Positive antibody levels for this will also be acceptable.

· History of Varicella or Varivax (Chicken Pox or Chicken Pox Vaccine)

· Tetanus/Tdap

□ 
I will only participate in the Visiting Clinician experience if free from infectious disease on the day of the program. 

Authorization/Release of Liability

I shall and do hereby agree to indemnify and save WVUH and/or UHA, its directors, officers, employees, agents, servants, successors, and assigns harmless from any and all claims, demands, causes of action, liability damages, or loss, including reasonable attorneys fees and defense costs, which WVUH and/or UHA, may at any time sustain or incur by reason of any act or omission to act arising out of or related to my participation in the Visiting Clinician experience.  
________________________________________________________________________
Participant’s Signature


Date


Printed Name

03/2013


