
 
 

SDSD OFF-SITE HEARING TESTING PERMISSION  

 

CHILD NAME: __________________________________________________ CHILD’S DOB: ________________________ 

CHILD’S SCHOOL: ______________________________________________  CHILD’S GRADE: _____________________ 

By signing below, I verify that I am the parent/legal guardian of the above-named child. I hereby consent for my child to receive 

audiologic services coordinated by the South Dakota School for the Deaf (SDSD). This consent encompasses audiological 

procedures including, but not limited to, screening or diagnostic testing and verification/troubleshooting of any amplification 

devices.  

Release and Waiver Statement 

I acknowledge that by participating in and/or my child receiving audiological and related services offered by the SDSD during the COVID 

Pandemic, I/we may be exposed to risks that may result in illness, injury or loss and I understand and I accept all risk to my/our health that may 

result, and that the SDSD cannot control or guarantee against these risks. I understand that SDSD is not responsible for any expenses associated 

with any illness, injury or loss I/we may sustain. In consideration of SDSD providing audiological and related services during the COVID 

Pandemic, I release SDSD, SDBOR, and State of South Dakota, their officers, employees, and representatives (collectively “Indemnitees”) from 

any and all liability to me or my child, my personal representatives, estate, heirs, and assigns for any and all claims, demands and causes of 

action for any and all illness, injury or loss to me or my child, including death, arising out of, resulting from, occurring during or in any way 

connected with or caused by Indemnitees as a result of participating in and/or my child receiving audiological and related services during the 

COVID Pandemic.  I agree to indemnify and hold harmless from liability, waive and covenant not to sue Indemnitees for any illness, injury or 

loss of any person(s), including death, that may result from my/our acts while participating in and/or my child receiving the audiological and 

related services during the COVID Pandemic. 

Parent/Legal Guardian Signature: _____________________________________________________ Date: _________________ 

 

 

 


