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ACKNOWLEDGEMENT OF RISK,
RELEASE AND WAIVER OF LIABILITY

TO:

RE:

Team Broken Earth

Participation as a Volunteer for Team Broken Earth in Haiti

I wish to participate as a volunteer for Team Broken Earth in Haiti from __VO‘/ 6 Ly to
i ZS _L‘?_'}* I confirm that | am participating at my own choice and, intending to be legally

(orad daks)

bound, hereby acknowledge and agree to assume all risk of injury and loss of any kind whatsoever
in partcipaling as a volunteer.

1.

22439545.2

| agree with Team Broken Earth that | shall be solely responsible for all claims,
demands. damages, cosls, expenses, actions, causes of action. whether in law or in
equity, resulting from any loss, personal injury, or property damage, or for the loss or
theft of any property, however caused, as a result of, relating to or arising from my
participation as a veolunteer for Team Broken Earth in Haiti.

| hereby indemnify and save harmless Team Broken Earth and any of its affiliates, and
their respective directors. officers, volunteers, members, agents, sponsors andlor
representatives and their successors and assigns (collectively, the “Releasees™) from
and against all liability whatsoever resulung from any loss, personal injury, property
damage, loss or theft referred to in the preceding paragraph. | hereby waive, release and
forever discharge the Releasees, to the fullest extent permitted by law, from any and all
claims, actions, causes of action, liabilities, judgments, obligations, damages, omissions,
losses, penalties, or expenses of any kind or nature whatsoever (including legal fees) as
a result of, relating to or arising from my participation as a volunteer for Team Broken
Earth in Haiti, regardiess of whether any such claim may have been caused or
contributed by the fault or negligence of any of the Releasees.

I acknowledge that assisting with the activities carried out by or associaled with Team
Broken Earth as a volunteer, including but not limited to traveling to, temporanly living in
and providing medical treatment and assistance and other volunteer services and
aclivities in a foreign counlry, exposcs me to inherent risks, dangers and hazards,
including but not limited to personal injury, emotional injury, illness or disease, death,
damage to or loss of property, crime and corruplion. violence, hostage situations,
terrorism, acts of God. war, cwil unrest, and government restrictions. | further
acknowledge that | am executing this document and parlicipating as a volunteer in Haiti
voluntarily and that | freely and voluntarily accept and assume any and all dangers, risks
and hazards arnising through participation in, observation of and/or mere attendance in
Haiti as a2 Team Broken Earth volunteer, | understand that it is my responsibility to
disclose to Team Broken Earth any condition or illness that may limit, restnct or
otherwise affect my ability to assist with or participate in the activities offered by or
associated with Team Broken Earth.




This Acknowledgement, Release and Waiver shall be bindir 1g upon me and my heirs, executors,
administrators and assigns. | acknowledge that | have read and fully understood the content of this
Acknowledgement, Release and Waiver and 1 agree to ils lerms. By signing this document | am
waiving certain legal rights which 1 or my heirs, next of kin, executors, administrators. assigns and
representalives may have against the Relbasccs.

ek, . ;
SIGNED AND DATED this ﬂ. day of _ A ("’/X (\4_

Swgnature of Witness

Sigmature of Volunteer

(please print name) (please print name)

F2435645 .7



GCONSENT FOR THE RELEASE OF POLICE INFORMATION AND DISCLOSURE OF PERSONAL INFORMATION
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Date of Travel: AV /(‘ CUJ

HUMANITARIAN AID MISSION TO HAITI CONSENT AND RELEASE FORM

For and in consideration of being allowed participate in the delivery of humanitarian aid
in Haiti at the University of Miami/Project Medishare field hospital and or Bernard Mevs
Hospital {The Hospital) and related facilities in Port Au Prince Haiti, | hereby agree:

| have not requested permission to perform any procedure or provide any treatment for
which | am not fully qualified

To abide by any rules and requlations that may from time to time be adopted for the
operations of the Hospital

That the treatment of patients by me at The Hospital is a privilege which may be
withdrawn by the then acting Chief Medical Officer at any lime and that | have no right to
treat patients independent of such privileges.

To provide continuous care o patients and refrain from delegaling a patents care
responsibility to non-qualified or inadequately supervised practitioners.

To produce adequate information for proper evaluation of my professional and clinical
competence, character, cthics and other qualifications for resolving any doubts about
such gualifications and to inform The Hospital of any material changes in the information
provided on this form thal may affec! my qualifications

That subrmussion of this reguesl does nol conslilule approval or acceplance (o the
medical staff(s) of any University of Miami facility as a staff member, affiliate, or network
provider and is limit ed solely to work at The Ho.,p tal in Haiti.

That all such permissions granted will expire upon completion of any work that | am
assigned or otherwise accept at The Hospital or terminalion of the operations of The
Hospital, whichever occurs earlier.

That | will provide true and accurate information as follows:

« Waork/home addre

Gender -
]

Professional Sch
« Year Graduated
« Specialty _

Current employer name and contact jnformation

State |

License #
Adull /or Pedialric




| hereby give my permission to the University of Miami, on behalf of the Hospital, to
consult with any and all persons or entities needed to verify the information provided on
and submitted with this form and to request and inspect all documents that may _be
material to an evaluation of my credentials and qualifications which the Universily,
Project Medishare, or The Hospital in its discretion may deem appropriate.

| do hereby release and hold harmless the University of Miami, its Trustees, Officers,
Directors, Facully and Employees, and any other participants or affiliates in the Haiu
Mission, including but not limited to the UM Global Institute/Project Medishare
(hereinafter collectively referred to as “releases”) from and against any and all liabilities
to the undersigned, hisfher dependents, assigns, personal representatives, heirs and
next of kin for any and all damages, expenses (including allorney fees) claims,
judgments, actions or causes of action as a result of any loss or injury to the person or
property, including death, which the participant may sustain or suffer during or arnsing
out of activities of the above described event and during transportation to and from such
event whether caused by negligence of the University of Miami, of persons acting on its
behalf or otherwise, and any other releases,

I release from hability all representatives of the University of Miami, The Hospital, and
the releases, for their acts performed and statements made, in good faith and without
malice, in connection with evaluating my credentials and qualifications and further
release all individuals and organizations who provide information, including otherwise
privileged or confidential information. in good faith and without malice, concermning my
professional competence and background.

In full recogmition and appreciation of the dangers and hazards involved in such aclivity,
I do hereby agree to assume all risks and responsibilities surrounding my participation
in this event, including but not limited to any and all foreseen, unforeseen, known, or
unknown risks 1o my health, safety, or professional status. | acknowledge that | have
obtained whatever information | deemed necessary regarding any risks and have taken
whatever steps in my sole judgment and discretion | deem appropriate o protect
against such risks. In so doing, | have not been relied upon and otherwise disclaim any
advice, information. representations or warranties by the releases.

| venify that | have any and all professional licenses necessary to provide professional
care and treatment and that those licenses are valid, clear, and active.

I verify that | have no criminal charges or conviclions or other cnminal and regulatory
disciplinary actions, either final or pending, that would prevent me from providing
services al The Hospital.

I verify that | have no health conditions of which | am aware thal would prevent me from
providing services at The Hospital.

I also verify that | am aware of any and all applicable travel requirements, restrictions,
and warmings; have taken whatever precaulions | deem necessary for my personal
health and safety; and that | have in my possession valid travel documents and am
otherwise authorized lo travel out of the counltry and to provide aid services in Haili.



I acknowledge that the releases do not, in any manner, serve as principal, agent, or
partner of any person or enlity which may provide services or accommodations to those
participating in this mission, including any common carriers or any other person or enlity
providing services or accommodations in Haiti and that | am acting at all imes as an
independent volunteer and not in any capacity as an agent, servant. or employee of the
releases.

I acknowledge and agree that | am participating in this mission voluntanly and based
upon a full and express assumption of all risks of loss, either 1o me personally or from
claims of third parties; that | will not seek to recover from the releases for any harm to
myself or to others for which | may be liable; and that to the extent | deem it appropnate
| have through self-insurance, insurance or otherwise, provided for protection against
such risks.

I acknowledge that any matenal misstatements in or omissions constitute good cause
for summary removal of any and all permissions or privileges | may have.

| acknowledge and agree that any agreement that may be entered into by The Hospital
andlor any affiliate, based on this form may, at the sole option of The Hospital or its
affiliates be deemed void and ineffective if any of the preceding information is not
complete, true and accurate.

I further acknowledge that | have read and understand this release and voluntarily sign
this document.

| hereby state, under penalty of perjury, that all the information | provide on this
application is true, complete, and accurate.

pATEAT A 1/701%

SIGNATURE
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In the event of an emergency:

| (print name)_ N

Authorize Project Medishare staff to please contact:

ADDRESS

NAME

ADDRESS

TELEPHONE




Please review the policy on photography and videography. There have been
situations where individuals took and posted inappropriate/graphic images of
patients and volunteers. Ethical standards of healthcare apply to Haitians in this
catastrophe, just as they do in the United States. We now require this document
to be signed as part of the volunteer packet. We appreciate your understanding
and cooperation.

RESTRICTIONS ON PHOTOGRAPHY AND VIDEOGRAPHY

Out of respect to our patients, volunteers, and coworkers, photography and videography
is restricted to personal use, and must be used for legitimate, academic, or scientific
uses

Pholographsivideos of patients in pain or suffering, and/or any photography/video taken
under objection by any patients, volunteers, or coworkers are PROHIBITED.

In exchange for the ability to work within our facility, you agree:

1. Not to publish any videos or images withoul lhe written permission of Project
Medishare/UM Global Institute.

2. To not usc any images in any way that would be deemed offensive to any of the
parties in the photograph or to Project Medishare/UM Global Institute.

3. To promptly remove photographs/videos from any publication upon request.

4. That UM Global Institute/Project Medishare and its agents may photograph or
record you on film, videolape, digital media or any other format and you give
permanent and irevocable permission for the photographs to be published in any
media format for any use.

Printed Name of Participant

Signature Date





