TEXAS SCOTTISH RITE HOSPITAL FOR CHILDREN
2010 KidSwing-Dallas CONSENT AND RELEASE AGREEMENT

I understand that Texas Scottish Rite Hospital for Children (“TSRHC”) will sponsor KidSwing-Dallas on Monday,
June 14, 2010, for a group of golfers at Brookhaven Country Club in Dallas, Texas. During KidSwing-Dallas, my

child/children will engage in activities including golf and swimming. So that my child/children named below may

participate in KidSwing-Dallas, | represent and agree that:

(1) I have authority to execute this Consent and Release Agreement for my child/children;

(2)

®3)

(4)

I understand that my child’s/children’s participation in the activities of KidSwing-Dallas involves the risk of
property damage, bodily injury, and other hazards, and | give my consent for my child/children to attend
KidSwing-Dallas and participate in all activities offered as part of KidSwing-Dallas;

I release and forever discharge TSRHC and its respective directors, trustees, officers, agents, employees,
volunteer workers, servants, and assigns of from any and all liabilities, claims or demands for personal or bodily
injury to my child/children or for property damage, arising out of my child’s/children’s participation in KidSwing-
Dallas, whether or not such liabilities, claims, or demands resulted from the negligence of TSRHC, or any of its
directors, trustees, officers, agents, employees, volunteer workers, servants, or assigns, or otherwise;

| AGREE TO INDEMNIFY AND HOLD HARMLESS TSRHC AND ITS RESPECTIVE DIRECTORS,
TRUSTEES, OFFICERS, AGENTS, EMPLOYEES, VOLUNTEER WORKERS, SERVANTS, AND
ASSIGNS FROM SUCH LIABILITIES, CLAIMS, OR DEMANDS, INCLUDING REASONABLE
ATTORNEY’S FEES, WHETHER SUCH LIABILITIES, CLAIMS OR DEMANDS RESULTED FROM
THE NEGLIGENCE OF TSRHC OR ANY OF ITS DIRECTORS, TRUSTEES, OFFICERS, AGENTS,
SERVANTS, EMPLOYEES, VOLUNTEER WORKERS, OR ASSIGNS, OR OTHERWISE; and | agree to
refrain from instituting, pursuing or aiding any claim, demand, action or cause of action growing out of, or
hereinafter to grow out of my child’s/children’s participation in KidSwing-Dallas;

I give TSRHC and its employees the right to give consent to emergency medical treatment and/or hospitalization
of my child/children named below if TSRHC determines, in its sole discretion, that his/her condition, because of
injury or illness, requires such emergency treatment, and I cannot be contacted, and TSRHC and its directors,
trustees, officers, agents, employees, volunteer workers, servants, and assigns are released from any liability for
any and all decisions and actions made and done in good faith in securing such emergency medical treatment
and/or hospitalization.

Print child’s name: 1)
2)
3)
4)
Dated:
Signature of Parent, Managing Conservator, Relationship to child

or Other Legally Qualified Person for Participants

In an emergency, call at

Name Phone number

Please complete the Consent and Release Agreement and Media Authorization form and mail to:
Texas Scottish Rite Hospital for Children
Attn: KidSwing-Dallas
2222 Welborn Street
Dallas, Texas 75219
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Media Authorization

Event: General Media

T authorize and grant permission to Texas Scottish Rite Hospital for Children (TSRHC), its staff
and outside media representatives to photograph, videotape, audiotape and/or interview me/my
child/my ward and to copyright, use and/or publish the photographs/videotapes/audiotapes,
along with the name, age, city of residence and personal story that may include health information
of me/my child/my ward to increase public awareness about the hospital or its patients or for
other hospital-related purposes. I also agree that such photographs and personal health
information related to the story I/my child/my ward share may be published on Web sites, in
newspapers, magazines, journals, fextbooks, other printed materials or distributed to the press,
that such photographs/videotapes/audiotapes may be broadcast on radio or television, and may
be included in films, videos, Web sites, slideshows or presentations to be shown or distributed
for the purpose of increasing public awareness about the hospital or its patients.

If I/my child/my ward am a hospital patient:

I understand that this authorization is voluntary and there is no expiration date for this use of
photographs/videotapes/audiotapes and information by TSRHC. Photographs/videotapes/audiotapes and
information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and
are no longer protected information.

I have the right to revoke this authorization at any time provided that it is in writing, except to the extent
that TSRHC has taken action in reliance thereon. To revoke this authorization, I understand that I should
send my revocation in writing to HIPAA Privacy Officer, Texas Scottish Rite Hospital for Children, 2222
Welborn Street, Dallas, TX 75219.

TSRHC may not and will not condition treatment, payment, enrollment or eligibility for benefits on whether
I sign this authorization.

Name of Child Age Date of Birth City of Residence
Name of Child Age Date of Birth City of Residence
Name of Child Age Date of Birth City of Residence
Authorized Signature Date Relationship to Child/Children
5-270 KidSwing-Dallas Golf Tournament

11/2005 On Monday, June 14, 2010



