
RELEASE AND INDEMNIFICATION AGREEMENT  
 

Participant: (Name and Address)  
Institution: 

__________________________________   

__________________________________   

__________________________________  

The Medical College of Wisconsin, Inc. 
8701 Watertown Plank Road 

Milwaukee, WI  53226 

 

DESCRIPTION OF ACTIVITY: ______________________________________________________  

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

LOCATION: _______________________   DATE(s):_____________________  

 

I am the Parent/Guardian of the above-


