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Caring for ourselves so we can care for others SYSTEM

Field Day 2018 Individual Registration

The 2018 Harris Health System Field Day will be held on Saturday, October 6, 2018, from 8:00am-12pm.
Location: Quillian Center, 10570 Westpark Dr, Houston, TX 77042

Please fill out the form below to register to attend Field Day 2018 as an individual. If you are planning to bring your spouse and/or
dependent children to the event, please fill out a SEPARATE form AND WAIVER (page 2) for EACH person attending.

Activities available for individuals and children include: a rock wall, cornhole, photo booth, mini golf, inflatable maze, inflatable slides,
face painters, balloon artists, kickball, and more!

PLEASE NOTE: Individual registration DOES NOT register you for the Team Tournament portion of the event. If you would like to
register a team for the tournament, please use the Team Registration Form.

Please send completed forms to employeewellness@harrishealth.org.

First Name

Last Name

Employee ID

Relationship (Select ONE) Employee (Self) Spouse Dependent Child

Email Address

T-Shirt Size (Adult Unisex) 2XL

Harris Health is committed to helping you achieve your best health. Incentives for participating in a .
wellness program are available to all eligible employees. If you think you might be unable to meet a standard Received Date/Time
for a incentives under this wellness program, you might qualify for an opportunity to earn the same reward by (Employee Wellness Use Only)

different means. Contact Crystal Cunningham at 713.566.4391 or 346.302.4248 or via email at
HarrisHealth@cigna.com and we will work with you (and, if you wish, with your doctor) to find a wellness
program with the same reward that is right for you in light of your health status.
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HARRISHEALTH

WELLNESS PROGRAM GUIDELINES, SYSTEM
RELEASE AND INDEMNIFICATION

Participant’s Name:

Employee ID

number: (If spouse or dependent, please put ID number of the Harris Health employee with whom you are associated)

Relationship:

Employee Spouse Dependent Child Retiree

Address:

Home Phone:

Emergency Contact

Name: Phone Number:

1, the undersigned wish to
(print name)

participate in the Harris County Hospital District d/b/a Harris Health System’s (“Harris Health”) Employee Wellness Program
(“Program”). | understand that the Program incorporates a number of Employee Wellness Activities (“Activities”) and that the
Activities constitute a variety of approaches to a healthy lifestyle that require active participation in events that may include
physical activity, dietary restrictions, disease management and other preventative measures.

| agree that my participation in the Program is at my own risk. | understand that there may be risks and hazards related
to participating in the Activities. | have been advised to consult my physician if | have any questions as to whether | should
participate in the Activities. | also understand that the risks and hazards that may occur in connection with the Activities include,
but are not limited to, abnormal blood pressure response, fainting, dizziness, abnormal heart rhythm, stroke, heart attack, and
various muscle and joint injuries.

I further understand that while Harris Health personnel participating in the Activities may be health care providers,
they are not providing health care to me in this setting.

| agree to maintain the privacy of other participants in the Activities by not taking any photographs or video footage during
my participation in the Activities.

| agree to be responsible for monitoring my own condition throughout the program. Should any unusual symptoms
occur, | will stop participating and inform the instructor of the symptoms.

| further understand and agree that, while the Activities may take place on Harris Health premises, my participation is
voluntary, is not within the scope of my employment, and is not required as a condition of my employment. |
understand and agree that | will NOT receive any compensation, wages, workers’ compensation, or the like for
my participation in the program. While participating in the program, | agree to follow any rules or requirements established by
Harris Health, including, but not limited to, the rules for any Activities that | participate in during this Program and the directions
for any exercise equipment.

In the event that | am physically injured or otherwise require emergency care, | give permission to Harris Health to secure
from any licensed hospital, physician, or medical personnel, any treatment considered necessary for any immediate care. | agree to
be responsible for payment of any and all medical services provided to me.

RELEASE AND INDEMNIFICATION:

I, along with my heirs, executors, administrators, family, estate, and assigns, hereby release, and agree to indemnify
and hold harmless the Harris Health and its Board of Managers, officers, agents, and employees, contractors, representatives,
and volunteers (collectively, “Harris Health”) from and against any and all claims and liability of any character, type, or
description, arising from any injury, damage, or wrongful death to me or injury or damage to my property, arising during or
after completion of Activities, because of my participation in the program Activities, whether or not such claims are caused by
the negligent, willful acts or omissions of an officer, employee, agent or employee volunteer of Harris Health, whether passive
or active.

In the event any provision of this agreement is found to be legally invalid or unenforceable for any reason, all remaining
provisions will remain in full force and effect.

I understand and acknowledge that my signing this agreement is a prerequisite to my participation in the Program. | further
understand that this agreement is made in consideration of Harris Health allowing me to participate in the Activities.

| certify that | have read this form it or have had it read to me, that the blank spaces have been filled in, and that |
understand its contents.

Participant’s Signature Date

Clicking the "Email Form" button should open an email message with this completed form included as an -
attachment. If no email message window opens when you click on the button, please save the completed Ema” Form

form to your computer and send an email with the form attached to employeewellness@harrishealth.org.
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