




ZETA PHI BETA soRoR1TY, 1NcaRPORATED Li,ability Fo,rm: Medical Release 

YOUTH 
AFFILIATES 

Please list any known allerg1ies. (medication, food, etc.):

to th Ith Dreams, become Zeta Women with Vision. 

Details O'f any of the a1bove and any other important medical information:

11s. your child currently taking1 any medications? Yes No

Medication Dosage Times Per Day 

List any medical problems which should be noted: 

Conditions 

Parent's Signatu e:: _____________ Submission Date: _______ _ 

Ch.apter Name _________ _ 



zETA PHI BETA soRoRrrv, 1NcaRPORATEo Photo Release Form 

YOUTH 
AFFILIATES 

I girant Zeta Phi Beta Sorority, Inc. the unlimited right to use and/or r,eproduce photographs or 

likenesses in any llegal manner for the internal or externa1I promotional! and informaron actnvities of

Zeta Phi Beta Sorority, Inc. 1 •allso ,agr,ee to alllow my child to be interviewed and/or photographed by

repres·entatirves of the externa1I news media in relation to ,any and alll coverage of Zeta1 Pili Beta

Sorority, Inc. in which she is involved. I a1lso a1g1ree to -allow my cllil!d's wmk and/or pllotogr•aph to be 

publlished on the Zeta1 Phi Beta Sorority, Inc. nafonal and locall chapter Web sirte/lnternet pages, and

publlication:s. I further understand that by signing this rellea1se, I waiive any and alll present or furtur,e

compensat!ion rights to the use of tile ,above stated materia1l(s). 

Child's Name: ________________________________ _ 

Parent's Last Name: First Name.: Ml: 
-------- ---------- -----

Parent's Signature: _______________ Submission Date: ________ _ 

Adv1isor's Signature: _____________ Approva1 Date: _________ _

Cha1pter Na1me _________ _
s 
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