I hereby authorize Kaiser Foundation, Kaiser Foundation Health Plan, Inc., The Permanente Medical Group, Inc., the Sacramento County of Health and Human Services, the California Department of
Health Services and any persons or entities acting at the request or discretion of Kaiser, the Sacramento Department of Health and Human Services, and the California Department of Health Services to
display, distribute, reproduce, site, alter, and otherwise use the entry. I relinquish any and all ownership interest of or legal right related to the entry, and acknowledge that the entry is, after I submit it,
the exclusive property of Kaiser, the Sacramento County Department of Health and Human Services, and the California Department of Health Services.

Name of Entrant: Home Address: City: Zip:
Social Secutiry Number of Entrant; Home Phone: ()
Grade (circle one): 7th  8th  School: Signature of Entrant:

School Phone Number: ( ) Signature of Entrant’s Parent or Legal Guardian:




