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Athletic Participation Waiver

I, the undersigned, a private person, for and in consideration of the privilege of participating in the athletic program sponsored and sanctioned by ____________________ College and the Dallas County Community College District, and in recognition that such participation involves certain inherent dangers, do hereby agree to assume the recognized risk in such participation, to include but not be limited to, personal injury and even death, and do hereby release the Dallas County Community College District (DCCCD), its officers and employees, ____________________ College, its administrators, agents, and employees in both their public and private capacity from any and all liabilities, claims, suits, demands, or causes of action which might arise from my participation as aforementioned.  I fully acknowledge that I am responsible for any injury, loss, or damage to property, to myself and to others.  I recognize that the liabilities, claims, suits, demands, and causes of action which I am waiving have not yet arisen, and I am making this agreement as a promise to waive any and all said liabilities, claims, suits, demands and causes of action if and when they do arise in the future, with said agreement supported by the consideration of allowing me to participate in the Athletic Program.
Known hazards may include, but not be limited to:  
	1.	Contact or contradiction of a communicable disease, e.g., Hepatitis, HIV, Influenza, etc.
2.	Stress-related conditions associated with contact with severe injury or death;
	3.	Possibility of physical injury;
4.	Exposure to extremes of weather such as cold and heat, rain, or drought in an outdoor environment at any time of the day or night; and/or
5.	Personal injury and even death,

I understand that as a participant in ________________________ College athletic programs I am not entitled to medical insurance paid for by the college even though there may be some degree of excess athletic insurance available for payment of injuries.  If this insurance if available for me I understand that I am responsible for any deductibles and any other payments towards medical bills that may become due and I am ultimately responsible for timely filing and monitoring of my own claim that may arise.  
I grant to DCCCD or any of its representatives, full authority to take any action deemed necessary to protect my health and safety at my expense, to include but not be limited to placing me under the care of a doctor or in a hospital at any place for medical examination and/or treatment, or return me at my expense if such return is deemed necessary after consultation with medical authorities.
This release shall be binding upon my successors and heirs.
I have read the foregoing and understand its terms, and I freely agree to all the provisions set forth therein.

_____________________________________________________________________________________
Printed Name of Participant			Participant Signature			    Date
_____________________________________________________________________________________
Printed Name of Witness                                            Witness Signature                                         Date


