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Iziko Museums is committed to protecting your personal data and wishes to assure you that our information privacy is governed by the POPIA (Protection of Personal Information Act 4 of 2013) and laws  of South Africa, and by signing this Indemnity Form, you hereby consent to the recordal and collection of your Personal Information. Please view our Privacy Policy on our website to explain what personal data we collect, why we collect it and what we do with it.
IZIKO MUSEUMS INDEMNITY FORM


I,	(full name & surname)

the parent /guardian of  	

and identity number of participant:  	

hereby give permission for him/her to participate in the Zip Zap activities(“the Activities”).

I hereby consent and understand that reasonable care towards the best interest of my child will be taken by the staff/instructors/guest teachers/interns/drivers/personnel of Iziko Museums as it relates to the Activities. I understand further and accept that these Activities include a certain level of risk which I hereby consent that my child will undertake at his/her own risk. I hereby undertake to indemnify, absolve, and hold blameless Iziko Museums, its affiliates, personnel, partners and instructors from all liability and against all claims that may arise in connection with the loss of, or damage to the property, and/or injury to my child in the course of these Activities, as well as whilst being transported to and from the Activities by Iziko Museums affiliates, partners and/or its personnel.

I accept that all reasonable precautions will be taken to ensure the safety and welfare of my own child and that I informed Iziko Museums of any impediment which prevents my child from participating in these Activities, and that I shall be held responsible for the payment of medical and/or hospital accounts, where applicable as it relates to my child participating in these Activities.


The following information is essential in the event of medical treatment or hospitalization:
Name of medical aid fund:  	

Membership number:  	

Residential address of parent/guardian:  	

Tel number: Home:	Work:  	

Mobile:  	Email: 	                                                         

Allergies / medical conditions:  	


SIGNATURE	DATE
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