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Introduction 
 
We are thrilled that you are joining us on a LEAP program this spring! LEAP wilderness programs 
are unique opportunities for participants to gain confidence, build trust and community, and 
experience peace in nature. 
 
Included in this document, you will find the following: 

• Program Overview 
• Trip Logistics: Transportation, Packing List, Meals, What to Expect 
• LEAP Contact Information: Before, During, After programs 
• Participant Expectations 
• Waiver & Release of Liability (to be signed and returned) 
• Registration form (to be fully completed and returned) 
• Health Release form (to be completed and returned) 

 
About the Program  
The EXPLORE program is a one-day outdoor experience, operating in the Portland Metro area, as 
an entry point for youth who are not old enough for our FLAGSHIP whitewater program, or for 
those who find something shorter and closer to home more accessible. These day trips will offer 
fun, new experiences, and opportunities to connect with peers who have experienced similar 
situations. This EXPLORE program is created for youth ages 11-14 who are or have recently been 
patients at Doernbecher Children’s Hospital – providing an immersive day in nature, opportunities 
for fun and connection with peers, movement and reflective activities, and outdoor cooking – 
culminating in a meal we create together that is shared with families at the end of the day.  
 
About the Location   
Oxbow Regional Park is a gem for the Portland Metro community. Located on the Wild and Scenic 
Sandy River – Oxbow has 12 miles of hiking trails through old growth forest, beautiful sandy 
beaches along the river banks, and prime locations for wildlife viewing and tracking. Our base for 
the day is the Alder Shelter that has a covered area, grassy field, and access to beaches along the 
river. Hiking trails lead to meadows, through forests, and to various river access points. The river 
will be a dominate feature of our day at the park, but we will not be swimming or floating the river.  
 
About Our Staff 
This program will be led by Valerie Pufahl, LEAP Program Director. Valerie has been an educator, 
youth facilitator, and outdoor programs director for over 15 years. She is a current Wilderness First 
Responder and has led week-long programs at Oxbow and many backcountry wilderness sites in 
California and the Pacific Northwest. Please visit our website to read more about Valerie on our 
Staff page.  
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Logistics   
 

Transportation 
For this program, transportation is the responsibility of the parent, guardian, or family to coordinate. 
Please plan to drop off your child at Oxbow Regional Park, Area A – Alder Shelter at 9:00am on 
Saturday May 5th (please see attached park map – look for the triangle with the letter “A”).  
 
Please plan to arrive at 5:30pm to join us for dinner as the culminating activity of our day. We will 
conclude by 7:00pm.  
 
There is a $5 park entrance fee that is good for the day – so you do not need to pay again when you 
return to join us for dinner and evening departure.  
 
If you need assistance with coordinating transportation for your child, please be in touch with your 
organization’s contact.  
 
 

Food and Drink 
Lunch, dinner, and snacks will be provided. We can accommodate vegetarians, vegans, gluten free, 
lactose intolerant, and most food allergies. Let us know when you fill out the form to register, and 
we can make those arrangements. Drinking water is available throughout the park – please ensure that 
your child has a refillable water bottle.  
 

Communication during the Program 
We find that it’s much easier to connect with each other, and your surroundings, without the 
distractions of a cell phone or mobile device. Disconnecting is a wonderful part of a day in nature. 
Please don't bring your mobile device with you on the program—there is limited and often no 
signal, so plan to be out of communication for the duration of the program. 
 
As cell service is limited in the park – please see below about contacting LEAP staff while we are 
out, in the event of an emergency. We have excellent protocols within the park, with park staff, and 
local EMS in the event of medical need.  
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Emergency Contacts 
 
In the case of emergencies, the LEAP staff will carry a satellite communication device or be issued a 
park radio to contact park personnel. 
 
To contact LEAP staff DURING the program:  
 
Primary Contact: 
Valerie Pufahl 
LEAP Program Director 
(503) 227-3883 
 

Secondary Contact: 
Oxbow Regional Park Office 
(503)663-4708 
**Please call this number if Valerie does NOT answer** 
 
 
To contact LEAP staff BEFORE or AFTER the program:  
 
 

Primary Contact: 
Valerie Pufahl 
LEAP Program Director 
(503) 227-3883 
valerie@leapadventure.org 
 
Secondary Contact: 
Brian Donkersley 
LEAP Development & Planning Manager 
(503) 893-5327 
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PACKING LIST 
Pack with the knowledge that weather is highly variable and we will be outdoors all day, rain or shine, with a 
covered area for meals or activities if deemed necessary. Please dress for the weather, in non-cotton clothes if 
possible. We will be moving around the park on foot, so make sure to pack any additional layers or items into 
a small backpack for easy transport. Each participant will need to carry their own gear with them throughout 
the day. 
 
What to wear: 

• Synthetic or quick dry layers (suggested, not required) 
• Sturdy shoes for walking on trails, possible mud 
• Check the weather and dress accordingly 
• If there is lots of rain in the forecast, consider rain boots as a footwear option 

 
Pack into a day pack: 	

● Fleece jacket/warm layer 
● Rain jacket 
● Rain pants (if you have them) 
● Water bottle 
● Sunscreen 
● Sun hat 
● Warm hat 
● Gloves 
● Camera (optional)  

 
LEAP will provide: 
● Journals 
● Pens 
● Snacks/lunch/dinner 

 
The following items may NOT be used during LEAP programs: 

● Mobile phones 
● iPods or music playing devices 
● Speakers or other electronic devices  

 
Please leave anything at home that could be considered dangerous or harmful to an individual or 
group. 
 
 
 



 
Wilderness Programs 

Doernbecher Children’s Hospital  
MS Patients EXPLORE: Oxbow Regional Park 

May 5, 2018 
 
 

WWW.LEAPADVENTURE.ORG  |  INFO@LEAPADVENTURE.ORG  |  503-893-LEAP (5327) 
5 

 
Participant Expectations 
 
 
We have the following expectation of each individual on a LEAP program: 
 

1. Participants will refrain from use of any words, phrases or gestures that can be interpreted as 
inappropriate or offensive toward anyone. Chances are, if you have to ask yourself if you’re 
allowed to say it, then it's best not to.  
 
The goal is to establish inclusivity and equality for all participants, and to avoid exclusivity 
and/or alienation. The program’s success is dependent upon a safe, respectful environment 
for sharing and community participation. 
 

2. What is said or written on the program, stays on the program. We encourage vulnerability 
and sharing with the expectation that what each individual chooses to express is confidential 
and will not be repeated outside of the original group.  

 
3. Participants are expected to be present for all group activities. For one-day programs, there 

is limited down-time, but certainly time for personal reflection. 
 

4. LEAP programs are 100% substance free. For the purposes of this document, the term substances 
include: alcohol, non-prescription mood/mind-altering drugs, and illegal drugs. A participant or staff 
member’s own prescription drugs do not fall under this policy.  
 

5. For safety, the LEAP Program Director is the final authority on all program decisions. They 
are expected to be transparent and communicative in their decision-making. Please respect 
them and their role.  

 
6. We ask everyone to leave their electronic devices off during the trip or leave them at home. 

Devices distract participants from the surroundings, activities, and the group. 
 
If you have any questions or concerns about these expectations, please don’t hesitate to contact 
LEAP Program Director, Valerie Pufahl, at valerie@leapadventure.org  
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Please sign and return this form to LEAP, 806 SW Broadway, Suite 300, Portland, OR 97205, or deliver 
it to your Program Representative. 

 
This must be signed and returned to LEAP in order for you to participate in the LEAP program.  

PLEASE NOTE: This release covers ALL of our program offerings and therefore includes activities that 
are not included in your child’s EXPLORE experience.  

 

WAIVER AND RELEASE OF LIABILITY 
LEAP (LIFE EXPANDING ADVENTURE PROGRAM) 

806 SW Broadway, Suite 300, Portland, OR 97205  

     
NAME OF PARTICIPANT (“Participant”):          
 
ORGANIZATION/GROUP (“Organization”):          
 
NAME OF PARENT/GUARDIAN  
OF PARTICIPANT (if under 18 years of age):         
 
ADDRESS:              
 
CITY:        STATE:       ZIP:      
 
E-MAIL:           PHONE:       

      
PARTICIPANT’S DATE OF BIRTH (MM/DD/YYYY):         
PARTICIPANT’S AGE: ________________________________________________ 
 
EMERGENCY CONTACT:            
RELATION:              
PHONE:              

           
LIFE EXPANDING ADVENTURE PROGRAM (“LEAP”) thanks you for your interest in our programs.  We 
have a number of different options available for you.  You have the responsibility of selecting a trip that 
fits your skill and physical ability levels and apprising LEAP of any medical, physical, behavioral or other 
limitations. 
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PARTICIPANT AGREEMENT – DISCLAIMER & RELEASE – READ THIS CAREFULLY 

      
DISCLAIMER: NEITHER LEAP NOR ITS OWNERS, OFFICERS, DIRECTORS, EMPLOYEES, INSTRUCTORS, 
GUIDES, AGENTS, OR AFFILIATED COMPANIES SHALL BE RESPONSIBLE FOR ANY INJURY OR LOSS OF 
PROPERTY TO ANY PERSON ARISING IN CONNECTION WITH ANY TRIP UNDERTAKEN BY LEAP FOR THE 
BENEFIT OF THE UNDERSIGNED, ANY TRAVEL RELATED TO THE TRIP OR ANY PREPARATIONS FOR THE 
TRIP, REGARDLESS OF THE CAUSE OF THE INJURY OR LOSS, INCLUDING (WITHOUT LIMITATION) INJURIES 
AND LOSSES ARISING BY REASON OF THE NEGLIGENCE OF LEAP OR ITS OWNERS, OFFICERS, DIRECTORS, 
EMPLOYEES, INSTRUCTORS, GUIDES, AGENTS, OR AFFILIATED COMPANIES. 

      
THE UNDERSIGNED HEREBY RELEASES LEAP, AND ITS PRINCIPALS, OWNERS, OFFICERS, DIRECTORS, 
AGENTS, EMPLOYEES, INSTRUCTORS, GUIDES, AFFILIATED COMPANIES, SUCCESSORS AND ASSIGNS, 
OTHER PARTICIPANTS, SPONSORING AGENCIES, SPONSORS, ADVERTISERS AND, IF APPLICABLE, OWNERS 
AND LESSORS OF PREMISES USED FOR ANY LEAP ACTIVITY (COLLECTIVELY, “RELEASED PARTIES”) FROM 
CLAIMS FOR PROPERTY DAMAGE, PERSONAL INJURY, OR WRONGFUL DEATH RESULTING FROM OR 
ARISING OUT OF ANY ACT, OMISSION OR NEGLIGENCE OF THE RELEASED PARTIES IN CONNECTION WITH 
THE PARTICIPATION OF THE PARTICIPANT IDENTIFIED ABOVE IN ANY LEAP PROGRAM OR ANY TRAVEL 
OR ACTIVITIES RELATED TO SUCH PROGRAM. 

 
THE UNDERSIGNED ACKNOWLEDGES THAT LEAP PROGRAMS AND ACTIVITIES INVOLVE INHERENT RISKS 
THAT ACCIDENTS, INJURIES OR DEATH MAY OCCUR AND THAT LEAP DOES NOT GUARANTEE THE SAFETY 
OF PARTICIPANTS.  THE UNDERSIGNED UNDERSTANDS THAT PERSONAL INJURIES MAY ARISE FROM 
PARTICIPATION IN A LEAP PROGRAM INCLUDING, BUT NOT LIMITED TO, DEATH, NECK AND SPINAL 
INJURIES RESULTING IN PARALYSIS, AND INJURY TO BONES, JOINTS, MUSCLES, AND INTERNAL ORGANS.  
THE UNDERSIGNED ALSO UNDERSTANDS THAT PARTICIPATION IN LEAP PROGRAMS INVOLVES 
ACTIVITIES INCIDENTAL THERETO, INCLUDING (WITHOUT LIMITATION) TRAVEL TO AND FROM 
DIFFERENT REMOTE LOCATIONS, AT SITES THAT MAY BE REMOTELY SITUATED AND WITH LIMITED 
MEDICAL ASSISTANCE, AND COULD INCLUDE EXPOSURE TO RECKLESS CONDUCT OF OTHER 
PARTICIPANTS OR UNAFFILIATED PERSONS.  THE UNDERSIGNED UNDERSTANDS THE EXISTENCE AND 
NATURE OF THESE POTENTIAL DANGERS AND AGREES TO ACCEPT AND FREELY AND KNOWINGLY 
ASSUME ALL INHERENT RISKS OF PROPERTY DAMAGE, PERSONAL INJURY, OR DEATH.  THE 
UNDERSIGNED AGREES TO PARTICIPATE IN LEAP PROGRAMS AND ACTIVITIES AT THE UNDERSIGNED’S 
OWN RISK.   
 
THE UNDERSIGNED ALSO ACKNOWLEDGES THAT LEAP GUIDES AND STAFF ARE NOT LICENSED 
THERAPISTS OR CLINICIANS AND ARE NOT ABLE TO PROVIDE SERVICES OUTSIDE THE SCOPE OF AN 
OUTDOOR LEADER AND FACILITATOR OF THE LEAP CURRICULUM.  LEAP GUIDES AND STAFF WILL SERVE 
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AS MENTORS AND COACHES TO PROVIDE SUPPORT TO PARTICIPANTS; HOWEVER, THE UNDERSIGNED 
UNDERSTANDS THAT LEAP GUIDES AND STAFF HAVE NO TRAINING WITH RESPECT TO THE 
MANAGEMENT OF UNIQUE ISSUES THAT MAY AFFECT PARTICIPANTS AND WILL RELY ON THE SKILLS OF 
ORGANIZATION STAFF FOR THE MANAGEMENT OF SUCH ISSUES.  THE UNDERSIGNED UNDERSTANDS 
THAT THE PROGRAM INVOLVES ACTIVITY AT REMOTE LOCATIONS WHERE ACCESS TO EMERGENCY 
MEDICAL ASSISTANCE MAY BE SIGNIFICANTLY LIMITED.  
 
THE UNDERSIGNED AGREES TO INDEMNIFY, DEFEND, HOLD HARMLESS AND RELEASE (A) LEAP, (B) 
LEAP’S SUBSIDIARIES AND RELATED COMPANIES (“AFFILIATES”), AND (C) EACH PRESENT AND FUTURE 
OFFICER, DIRECTOR, EMPLOYEE AND AUTHORIZED REPRESENTATIVE OF LEAP AND ITS AFFILIATES FOR, 
FROM AND AGAINST ALL CLAIMS, LIABILITIES, ACTIONS, PROCEEDINGS, DAMAGES AND EXPENSES OF 
EVERY KIND, WHETHER KNOWN OR UNKNOWN, WHETHER ASSERTED BY ORGANIZATION OR A THIRD 
PARTY, OR OTHERWISE, INCLUDING REASONABLE ATTORNEYS’ FEES, ARISING OUT OF OR RELATED 
(DIRECTLY OR INDIRECTLY) TO (X) ANY NEGLIGENT ACT OR OMISSION OF LEAP, ITS AFFILIATES, OR ANY 
OFFICER, DIRECTOR, EMPLOYEE OR AUTHORIZED REPRESENTATIVE OF LEAP OR ITS AFFILIATES, (Y) THE 
PARTICIPATION OF THE UNDERSIGNED IN THE PROGRAM AND ANY RELATED ACTIVITIES, INCLUDING 
(WITHOUT LIMITATION) TRANSPORTATION TO AND FROM SITES OF ACTIVITY, OR (Z) ANY NEGLIGENT 
ACT OR OMISSION OF PARTICIPANT.  THE UNDERSIGNED’S OBLIGATIONS UNDER THIS PARAGRAPH 
ADDITIONALLY INCLUDE (WITHOUT LIMITATION) CLAIMS FOR WRONGFUL DEATH OR INJURY TO 
PERSONS OR PROPERTY.  THE UNDERSIGNED AGREES THAT, IN THE EVENT OF ANY NEGLIGENCE OF 
LEAP, NO OFFICER, DIRECTOR, EMPLOYEE OR AUTHORIZED AGENT OF LEAP OR ITS AFFILIATES SHALL BE 
SUED, NAMED AS A PARTY IN ANY SUIT OR ACTION, SERVED WITH PROCESS OR SUBJECTED TO ANY 
JUDGMENT.   
 
Any pictures or video captured on any LEAP trip are owned solely by LEAP and the undersigned 
authorizes LEAP to use any such photos of Participant in any way LEAP desires in its sole and absolute 
discretion. 

     
Further, the undersigned:  

 
1. Agrees to comply with all terms and conditions for participation; 

 
2. Acknowledges that the undersigned has had adequate opportunity to review literature relating 

to whitewater rafting and kayaking and wilderness and backcountry activities, together with the 
physical requirements, dangers, risks and safety procedures attendant thereto, which resources 
have been made available to the undersigned, such that the undersigned has been sufficiently 
informed in his or her decision to sign this Waiver and Release of Liability (this “Waiver”);  
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3. This Waiver is intended to be as broad and inclusive as permitted by the laws of the State of 
Oregon and agrees that if any portion of this Waiver is held invalid, the remainder of the waiver 
will continue in full legal force and effect;  
 

4. Agrees that the venue for any legal proceedings shall be in Multnomah County, Oregon, and 
that Oregon law will govern the construction and enforcement of this Waiver; 
 

5. Acknowledges that LEAP will rely on this Waiver and would not allow Participant to participate 
in LEAP activities without this Waiver; and 
 

6. Acknowledges receipt of this Waiver and agrees to be bound by its terms. 
      
The undersigned warrants and represents to LEAP that the undersigned is over 18 years of age, has read 
and understands this Waiver and has had the opportunity to retain counsel to review this Waiver on 
behalf of the undersigned.  If the undersigned is executing this Waiver on behalf of a minor who will 
participate in LEAP activities, then the undersigned also represents that the undersigned is a parent or 
the legal guardian of the minor, and in the case of a guardianship has provided LEAP with evidence of 
the undersigned’s authority to execute this Waiver on behalf of the minor.   
 

[Signature(s) contained on following page] 
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THE UNDERSIGNED HAS READ THIS FORM AND FULLY UNDERSTANDS THAT BY SIGNING THIS FORM, 
THE UNDERSIGNED IS GIVING UP LEGAL RIGHTS AND REMEDIES AND IS HEREBY ADVISED TO CONSULT 
WITH A LAWYER REGARDING THIS RELEASE. 

           
SIGNATURE OF PARTICIPANT:            
 
PRINTED NAME OF PARTICIPANT:           
 
DATE:               

    
FOR PARENTS/GUARDIANS IF PARTICIPANT IS UNDER THE AGE OF 18 YEARS AT TIME OF REGISTRATION: 
      
This is to certify that I, as parent/guardian with legal responsibility for Participant, do consent and agree 
to the terms of this Waiver, for myself and on behalf of Participant.   

           
SIGNATURE OF PARENT/GUARDIAN OF PARTICIPANT:         
 
PRINTED NAME OF PARENT/GUARDIAN:          
 
DATE:               

      
MINOR’S PRINTED NAME:             
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Please fully complete and return this form to LEAP, 806 SW Broadway, Suite 300, Portland, OR 97205, 

or deliver it to your Program Representative. 
 

This must be fully completed and returned to LEAP by April 27th, 
 in order for you to participate in this LEAP program.  

 
 
PARENT/GUARDIAN INFO  
Name: 
 
Email: 
 
Phone: 
 
Mailing Address: 
 
 
 
PARENT/GUARDIAN Questionnaire 
 
Please describe any hopes you have for your child in their LEAP program: 
 
 
 
 
Please share any concerns you have: 
 
 
 
 
Will you be joining us for dinner at 5:30 on the day of our program?  
YES  NO 
 
If YES, how many will be in your family/group? 
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PARTICIPANT INFO 
Name: Nickname: 

 
Date of Birth: 
 

Age: 

Gender: Pronouns: 
 

 
Email: Phone: 

 
Mailing Address: 
 
 
 
 
 
PARTICIPANT Questionnaire 
 
Please describe your hopes/what you’re looking forward to for the program 
 
 
 
 
Please describe any concerns you have 
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Health Release Form 
Participant INFORMATION 

Participant’s Name:  Date of Birth:  

Home Address:  

 
MEDICAL INFORMATION 
Severe Health Conditions (i.e. diabetes, anaphylactic reaction, epi-pen required, etc. Please provide your organization’s 
program staff with Standing Orders/Medical Protocols for all severe health conditions):  
 
 
 
 
 
Allergies:  
 
 
 
 
 
List ALL Current Medications/Medical Notes:  
 
 
 
 
 
 
Insurance Provider:  
 

Group #:  ID #:  
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MEDICAL RELEASE 
During their LEAP Program, I hereby give the LEAP staff permission to use their judgment in obtaining medical service for my 
child, and I give permission to the physician selected by the LEAP staff to render medical treatment deemed necessary and 
appropriate by the physician.  
Please initial ____________ 
 
TRANSPORT RELEASE 
In the event my child is injured, I grant permission for LEAP personnel to transport said minor in whatever manner is deemed 
necessary and reasonable, including transportation by emergency or rescue vehicle, to whatever emergency treatment center 
is deemed appropriate. 
Please initial ____________ 
 
 
 
**Please complete this list of emergency contacts for participant.** 
 
EMERGENCY CONTACT INFORMATION 
Please list in the order you would like us to prioritize contact 
 

Contact Name Relationship    Home Phone      Work Phone            Cell Phone    
Medical Decisions? 

Y/N 

         

         

         

         

         

         

         
 
 
X______________________________________________________________       _________________________________ 
  Signature of Parent or Guardian                   Date 
 
  ______________________________________________________________       _________________________________ 
  Printed Name             Relationship to Participant 
 
 
Please list any special dietary restrictions or requests of the Participant (please circle any that apply):   
 
None  Vegetarian  Vegan  Gluten-free  Dairy-free 
 
Other:               
             
             

 
  



AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION 

All sections below must be completed or the authorization will not be accepted.        Page 1 of 1. 

I authorize OHSU to use and disclose a copy of the specific health information described below regarding:

Name of individual:    Date of birth  

Address: 

Phone number:   E-mail address: 

My information that may be used and disclosed includes:
� My name              � My age             � Photo, video or recording of me            � City, county or state of residence

� Information about my medical history, including injuries, diseases, treatments      � Other information that may identify me 

The purpose of releasing the above information may be one or more of the following uses and disclosures:
� Media request  � OHSU, OHSU Foundation or Doernbecher Foundation fundraising campaign or activities

� OHSU, OHSU Foundation or Doernbecher Foundation communications or marketing print, broadcast or electronic            
     messages (i.e., brochure, flier, poster, newsletter, magazine, report or social media such as Twitter and Facebook)
� Other: 

If the information to be disclosed contains any of the types of records or information listed below, additional laws relating to the use 
and disclosure of the information may apply. I understand and agree that this information will be disclosed only if I place my initials 
in the applicable space next to the type of information. 

  HIV/AIDS information        Mental health information    
  Genetic testing information       Drug/alcohol diagnosis/treatment or referral information

You do not need to sign this authorization. Refusal to sign the authorization will not adversely affect your ability to receive health 
care services or reimbursement for services. The only circumstance when refusal to sign will mean you will not receive health 
services is if the health services are solely for the purpose of providing health information to someone else, and the authorization 
is necessary to make that disclosure. Your refusal to sign this authorization does not adversely affect your enrollment in a health 
plan or eligibility for health benefits, unless the authorized information is necessary to determine if you are eligible to enroll in the 
health plan.
You may revoke this authorization in writing at any time. If you revoke your authorization, the information described above may 
no longer be used or disclosed for the purposes described in this written authorization. Any uses or disclosures already made with 
your permission cannot be undone. 
To revoke this authorization, please send a written statement to: Med. Correspondence, Health Information Services, OP17A, 
OHSU, 3181 S.W. Sam Jackson Park Road, Portland, OR 97239-3098, and state that you are revoking this authorization. 

I understand that the information used or disclosed pursuant to this authorization may be subject to re-disclosure and no longer 
protected under federal law. However, I also understand that federal or state law may restrict re-disclosure of HIV/AIDS information, 
mental health information, genetic information, and drug/alcohol diagnosis, treatment or referral information. 

I have read this authorization and I understand it. 
This authorization expires five (5) years from the date of signing unless revoked or otherwise specified below:
               Enter alternative expiration date or event: 

Signature:   Date/time:     
                                      (SIGNATURE OF INDIVIDUAL OR PERSONAL REPRESENTATIVE)

Description of personal representative’s authority:   

Authorization requested by (OHSU employee — printed name): 
     ONLINE 11/17 (Supersedes 3/13) MR-4650 

ACCOUNT NO.

MED. REC. NO.

NAME

BIRTHDATE

OHSU Strategic Communications
3181 S.W. Sam Jackson Park Road
Mail Code: L217
Portland, OR 97239-3098
Phone: 503 494-8231  
Fax: 503 494-8246

HCM 21491743  Rev 11/17



MEDIA RELEASE  FORM

Individual’s full name (printed):  (“I/my” or “Individual”) 

Effective date of this release:  Name of event/activity: 

Activities being performed (check all that apply): (“Activities”) 

Interview Photography Filming or video recording

Audio recording   Other (specify):

Purpose (check all that apply): Name of Third Party (“Entity”) (if applicable):

Use by OHSU Strategic Communications, OHSU
Healthcare Marketing and Communications, and/or How Entity will use Activities: 
OHSU and Doernbecher Children’s Hospital Foundations
(including, printed or electronic publications, brochures,
advertisements, use on OHSU Web site, etc.) OR Entity is performing Activities on behalf of 

OHSU (pursuant to a contract with OHSU)  
For Educational Purposes (teaching, training, etc.)

This Media Release is made effective as of the Effective Date by and between Individual and Oregon Health & Science University (“OHSU”) and Entity, 
as defined above.  I consent to participating in the Activities, including any recording of my image, and agree it can be used in accordance with this 
Release. I shall receive no compensation of any kind for this Release.  

I hereby authorize OHSU and/or Entity and their respective officers, directors, employees, agents and contractors acting on its behalf, to use my image 
and likeness in any form of media, including still image photograph, voice audio, and/or video image, and to offer those images and/or recordings for 
use or distribution for the Purposes identified above without notifying me. I authorize OHSU and Entity to use my name in connection with the images 
and/or recordings and to use, copy, reproduce, exhibit or distribute in any medium (e.g. print publications, video tapes, CD-ROM, Internet/WWW) 
those images and/or recordings. Neither OHSU nor Entity is required to use any image and/or recording obtained and may discontinue using such 
images and/or recordings at any time.  

I understand that all negatives, prints, digital reproductions, recordings, and videotapes shall be the property of OHSU and/or Entity and shall not be 
returned to me. I waive any rights, title, claims or interest I may have to control or approve of the use of my identity of likeness in any publication or 
media (printed or electronic) or other use of the images and/or recordings now or in the future, whether that use is known to me or unknown, and I 
waive any right to royalties or other compensation arising from or related to the use of the images and/or recordings.

I hereby agree to release and hold harmless OHSU and Entity, including their respective officers, directors, employees, agents and contractors from 
and against any claims, damages or liability arising from or related to the use of the images and/or recordings, including but not limited to any re-use, 
distortion, blurring, alteration, optical illusion or use in composite form, either intentionally or otherwise, that may occur or be produced in production 
of the finished product. I agree to release OHSU and Entity and those acting pursuant to their respective authority from liability for any violation of any 
personal or proprietary right I may have in connection with any use of my likeness or image for any use described above.

I have read the terms of this release and I understand it.

Individual’s signature*:   Date: 
*If participant is under the age of 18, a parent’s name and signature must be obtained consenting for the Individual.

  Date: Parent/Legal Guardian’s signature*: 

Parent/Legal Guardian’s printed name: 
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OHSU Strategic Communications
3181 S.W. Sam Jackson Park Road
Mail Code: L217
Portland, OR 97239-3098
Phone: 503 494-8231  
Fax: 503 494-8246

Please note: If the individual is a patient, 
a HIPAA Authorization Form is required 
in addition to this Media Release Form.
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