STUDENT ALTERNATE TRAVEL & LIABILITY RELEASE FORM

I hereby release the State of Washington, Washington State School for the Blind, and any of its employees from liability/responsibility for the supervision of:

(Student’s Name)
Student will be supervised by:  






           ____
Address where student will be staying: 








___________________________________
_____ __________ ____

Telephone Number ______________________
___________________    ____

Time and date student will leave campus: _
__________    ___  ______________.

Time and date child will return to campus: ___________
       ______ __________
Please state transportation arrangements:  _







Transportation provided by: _



               __________________
If problems with transportation, parent can be reached at _
 __________ ____
_____________________
________________________________________

I understand that WSSB will not be responsible for supervision of the student listed above after he/she leaves the campus.

___________  _  _____ 


___
     

________

_____
Student’s Parent/Guardian Signature



Date
 ________ ________ _______
__
     



__
__________
Signature of Person Accepting Student


Date
WSSB Transportation Department (360) 696-6321 ext. 122

