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	Oregon 4-H Youth Development Program

International Travel Authorization
and

Medical Release Form



	


Participant's Name:
     State:___________________________
Destination Country: ______________________________________
     Date of Birth:


 
Month/Day/Year
     

Dates of travel: ____/____/____ through ____/____/____ Mode of Transportation: (Car (Bus (Train (Plane

Name of airlines, etc.: _______________________________________________________________________
Participant will be staying at: __________________________________________________________________

                  Address:              __________________________________________________________________
                  Phone:                 __________________________________________________________________

International Travel Authorization
I, (name of the parent(s)) _________________________________________________________ hereby grant permission for my child, an Oregon 4-H member to travel to the Dominican Republic to attend and participate in the Environmental Science Research Institute (ESRI) Caribbean Users Conference. I hereby confirm that I fully understand that during the travel dates my child will be under the supervision of Sarah Cofer, an Oregon State University faculty member and chaperone for the Oregon participants to the ESRI Conference.                         
Name of Parent or Guardian _________________________________________

Signature of Parent or Guardian_______________________________________   Date: __________________
Name of Parent or Guardian _________________________________________

Signature of Parent or Guardian_______________________________________   Date: __________________

Medical Release Form

I hereby authorize representatives of Oregon State University to make arrangements for my child’s welfare, including transportation in the event of an emergency, and for whatever emergency medical care may be deemed necessary for my child’s welfare, while participating in this program.

______________________________________________           __________________________________
Signature of Parent or Guardian 
Date (month/Day/Year)


____________________________________________
__           __________________________________

Signature of Parent or Guardian 
Date (month/Day/Year)


In case of emergency notify: Name ____________________________   Telephone _____________________

Relationship to participant:    ( Parent    ( Guardian    ( Other

Alternate emergency contact: Name ___________________________    Telephone _____________________

Family physician or clinic: ___________________________________     Telephone _____________________

Notary Public Signature/Seal:

