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Student Permission Form

First Name:
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Last Name:

First Name:

Address: Street

Prov  Postal Code

Contact Information

Home:

Work:

Email:

TheHeroesCircleis aprogramofKidsKicking Cancer Canada Corp. Allreferencesto the Heroes Circle hereinrefersas well to Kids Kicking Cancer Canada Corp.
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Permission Form
Must be completed for patient and all participating siblings.

1. Igrantfull permission to Kids Kicking Cancer Corp., their agents, representatives and appointees to photograph and/or
videotape my child(ren) and to use, publish and release for publication such photos relating to the Heroes Circle program.
The name(s) of my child(ren) may be used in connection with the above-stated photographs with the understanding that
therewill be no exploitation of my child(ren) and that any photographs and/or videos will conform to good standards of
taste.

2. Pleaselistbelowall child(ren) participating in the Heroes Circle programs. Include the patient's name and any siblings that
will be participating.

PatientName: Date of Birth: / /
Participating Sibling: Date of Birth: / /
Participating Sibling: Date of Birth: /1
Participating Sibling: Date of Birth: I
Participating Sibling: Date of Birth: / /
Participating Sibling: Date of Birth: /1
Participating Sibling: Date of Birth: I

Please Sign below-Thank you!

Parent/Guardian Signature: Date / /

PrintName:

RelationshiptoPatient: Relationship to other children:

TheHeroesCircleis aprogramofKidsKicking Cancer Canada Corp. Allreferencesto the Heroes Circle hereinrefersas well to Kids Kicking Cancer Canada Corp.
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