
  
 

  

 

Parental Consent and Waiver Form 

 

As part of your child’s treatment services at Brightwater Health, providers may recommend activities that support 

treatment goals. These activities may include, but are not limited to going to movies, dining out, swimming, horseback 

riding, rock climbing, hiking, fishing, biking, ice/roller skating, sledding, skiing, tubing, snowshoeing, or other similar 

activities as determined appropriate by the provider (collectively, the “Activities”). 

By signing this form, I, the undersigned parent/guardian of: 

Child’s Name: _________________________________________ (“Participant”), 

authorize and give permission for the Participant to take part in the activities, including activities held away from 

Brightwater Health’s premises, during the period of: 

From: __________, 2025  To: __________, 2026. 

 
Liability Waiver 

I understand that participation in the activities may involve some inherent risks. In consideration of Brightwater Health 

allowing the Participant to take part, I, on behalf of myself and the Participant: 

• Release, waive, and discharge Brightwater Health, its providers, directors, officers, employees, volunteers, 

representatives, agents, and affiliated entities (the “Brightwater Health Group”) from any and all liability, claims, 

demands, or actions resulting from accidental personal injury, illness, death, property damage, or other loss 

related to participation in the Activities, whether caused by negligence or otherwise. 

• Assume all risks of accidental injury, illness, death, damage, or expense arising from participation in the 

Activities. 

• Agree to hold harmless, indemnify, and defend the Brightwater Health Group against any liability or expense 

resulting from the Participant’s negligent, willful, or intentional acts. 

 
Acknowledgement and Signature 

 

Parent/Guardian Name (Printed): ____________________________________ 

Parent/Guardian Signature: _________________________________________ Date: ___________ 

 

 

Office Use: 

 

Client name:____________________________ 

Client Date of Birth:____________________________ 

Client Medical Record number:____________________________ 


