Confirmation of Assumption of Risk, Indemnification and Release

I, __________________, would like to assist Professor(s) ___________________________________ with certain laboratory research and participate in certain activities with the University of Wisconsin – Milwaukee Department of Chemistry and Biochemistry (“UWM”) as a volunteer.  I acknowledge that I am receiving no monetary compensation or academic credit from UWM for such activities and that I am not eligible for any university benefits or privileges as a result of such activities.  In consideration of being allowed to engage in these activities at UWM, I hereby acknowledge and agree as follows:

I UNDERSTAND THAT I AM BEING ASKED TO READ EACH OF THE FOLLOWING PARAGRAPHS CAREFULLY.  I UNDERSTAND THAT IF I WISH TO DISCUSS ANY OF THE TERMS CONTAINED IN THIS AGREEMENT, I MAY CONTACT DR PETER GEISSINGER (DEPARTMENT CHAIR), AT TELEPHONE NUMBER 414-229-4411.

Assumption of Risks:  

I understand that laboratory research (or other similar activities), by its very nature, carries with it certain inherent risks that cannot be eliminated regardless of the care taken to avoid injuries.  Some of these risks involve chemical and biochemical hazards, laser radiation hazards, and hazards relating to laboratory, shop and studio equipment.  The specific risks vary from one activity to another, but in each activity the risks range from:  1) minor injuries such as scratches, bruises, and sprains to 2) major injuries such as fractures, internal injuries, and burns to 3) catastrophic injuries including loss of vision, impairment of my health and possibly death.  I agree to report any injuries or incidents relating to such activities to Kevin Blackburn (Department Manager) within 24 hours of their occurrence.  I acknowledge that I have been advised to have health and accident insurance in effect and that no such coverage is provided for me by UWM or the State of Wisconsin.  I also acknowledge and agree to abide by all appropriate laboratory safety measures, including but not limited to wearing appropriate personal protective equipment, and laboratory security measures.  I understand and appreciate the risks that are inherent in the above-listed activities.  I hereby assert that my participation is voluntary and that I knowingly assume all such risks.

Signature:  ______________________________

Date:  ____________________
Signature of Parent or Guardian* 

(if Participant is Under 18): __________________________
Date: ___________________________

Hold Harmless, Indemnity and Release:  

In exchange for permission for me engage in and to continue to voluntarily participate in laboratory, shop or studio research or activities at UWM, today and on all future dates, I, for myself, my heirs, personal representatives or assigns, agree to defend, hold harmless, indemnify and release the Board of Regents of the University of Wisconsin System, UWM, and their officers, employees, agents, and volunteers, from and against any and all claims, demands, actions, or causes of action of any sort on account of damage to personal property, or personal injury, or death which may result from my participation in the above-identified activities.  This release includes claims based on the negligence of the Board of Regents of the University of Wisconsin System, UWM, and/or their officers, employees, agents, and volunteers, but expressly does not include claims based on their intentional misconduct or recklessness.  I understand that by agreeing to this provision I am releasing claims and giving up substantial rights, including my right to sue.  

 Signature:  ________________________________

Date:  __________________

Signature of Parent or Guardian* 

(if Participant is Under 18): __________________________
Date: ___________________________

Consent for Emergency Treatment Relating to Volunteer Activities
Consent for Emergency Treatment:  

I authorize UWM and its designated representatives to consent, on my behalf, to any emergency medical/hospital care or treatment to be rendered upon the advice of a physician.  I agree to be responsible for all necessary charges incurred by any hospitalization or treatment rendered pursuant to this authorization.

Signature:  ________________________________

Date: __________________

Signature of Parent or Guardian* 

(if Participant is Under 18): __________________________
Date: ___________________________

Witness to the execution of this entire document:

Signature:  ________________________________

Date: __________________
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