
 

 

 

 

Strathcona County  

OverActing Imaginations Youth 

Theatre Society 

 

Consent for Release of Information 

 

Name (SURNAME)___________________________ 

Name (First) ________________________________ 

Age: 

School: _________ ______________________________   

Grade: ____________  Submitted by: _______________   

 
 

I HEREBY AUTHORIZE the following agencies and appropriate staff to release information specified below regarding: 

 

TO (Specify name and address of person(s)/agency to which information is to be released): 

 

� Strathcona County OverActing Imaginations Youth Theatre Company has a partnership which includes the following 

member agencies: 

�  Strathcona County Family and Community Services 

�  Outcast Theatre Company  

 

�  To other youth members of OverActing Imaginations through a phone/e-mail distribution list 

� To OverActing Imaginations Volunteer Team Leaders for coordinating Theatre projects or functions 

�  Other:     Name of Organization __________________________________________________________________ 

Contact Person ________________________________   Phone Number ________________________ 

 

To assist in determining the appropriate information to release, please identify the purpose of information to be disclosed 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

 

INFORMATION TO BE RELEASED (please be as specific as possible): 

 

Telephone and/or e-mail contact information 

 

I hereby release the above noted facility from any and all claims whatsoever that may arise as a result of this release 

of information. 

 

This consent expires after one year.  I understand that this consent may be revoked by me in writing at any time.  A 

photocopy or facsimile shall be as valid as the original. 

 

_____________________________________       _________________________ 

Parent/Legal Representative*      Signature        Date (effective) 

*Legal Representative – attach a copy of your authority to act 

 

______________________________________________ 
Witness Signature                 Position/Relationship 

 
 

The personal information of this form is being collected in accordance with section 32 (c) of the Freedom of Information and Protection of Privacy Act.  This information 

will be used to facilitate the referral process and coordinate services for your child and/or family.  If you have any questions about the collection of this information, contact 

the Manager, Strathcona County Family and Community Services (780) 464-4044. 

 


