
GREEN MOUNTAIN TRIBE INC. 
COMPANY REGISTRATION NO. CN201212508  

3356 Harvard St., Brgy. Pinagkaisahan, Makati City  

 Cel No. +639 499598834  

  

WAIVER FORM 

 

Date: ______________________________ 

 

 

Activity: __________________________________________________________________________ 

 

 

 

 

NAME: _________________________________________________________________ 

 

ADDRESS: _______________________________________________________________________ 

                    

        _______________________________________________________________________ 

 

TEL. NO.: ________________________               MOBILE NO.: _____________________________ 

 

BLOOD TYPE: _____________________               AGE: ___________________ 

 

 

I, ________________________________________, of legal age, do hereby join 

Green Mountain Tribe Inc. (GMT) on the said event. I have understood the fact that this activity has 

dangerous and risky conditions thus, I agree that the club and the organizers of the event shall not be 

held liable for any untoward incidents that may occur during the event 

 

This is also to certify that all information I have given here are true and correct. 

 

 

____________________________________ 

SIGNATURE OVER PRINTED NAME, DATE SIGNED 

 

 

 

 

 

Contact person in case of emergency:  

 

NAME:  _________________________________________________________________________ 

 

ADDRESS:  _____________________________________________________________________ 

 

TEL. NO.: _________________________       MOBILE NO.: _______________________________ 

 

RELATIONSHIP TO CLIMBER: _______________________   BLOOD TYPE:   ________________ 

 

 

 

www.greenmountaintribeinc.com 



IN COMPLIANCE WITH IATF PROTOCOL, THE TEAM WOULD LIKE TO ASSESS THE FOLLOWING COMMON

SYMPTOMS OF COVID-19 AND EXPOSURE. PLEASE ANSWER TRUTHFULLY.

 ALL ASSESSMENT WILL BE KEPT CONFIDENTIAL.

name

FIRST NAME middle name last name nickname ext. name

address

street no. street address/baranggay city/town/minicipality zip code

contact phone number mobile phone number email address

In the past two weeks, have you had new onset of FEVER?

In the past two weeks, have you had new onset of SHORTNESS OF BREATH?

In the past two weeks, have you had new onset of CHILLS?

In the past two weeks, have you had new onset of SORE THROAT?

In the past two weeks, have you had new onset of MUSCLE ACHE?

In the past two weeks, have you had new onset of LOSS OF TASTE OR SMELL?

In the past two weeks, have you had new onset OR WOrsening of SEVERE HEADACHE?

In the past two weeks, have you had new onset or worsening of RUNNY NOSE OR NASAL CONGESTION?

In the past two weeks, have you had new onset or worsening of NAUSEA, VOMITTING, DIARRHEA 

have you had a close contact with anyone who had covid-19?

close contact is defined as less than 6ft in more than 10 minutes

did you travel outside the country within the past 14 days?

have you've been diagnosed with covid-19 and not yet cleared to discontinue isolation?

have you had covid-19 test (swab/rapid) and is awaiting result within 10 days?

within 14 days, has a public health or medical professional told you to self-monitor, self-isolate, or self-quarantine

because of the concerns of covid-19?

are you working in a covid-19 facility?

answer n/a if none

what is your current body temperature?

    signature and date

list of places abroad you've been in the past 14 days:

I hereby declare the question were answered truthfully.

write yes if you've answered truthfully, followed by your surname and then your first name.

(e.g. yes delacruz juan)

have you had direct contact with fluids to anyone you know who had covid-19 with or without wearing mask? 

for example being coughed or sneezed to

           YES                  NO

           YES                  NO

           YES                  NO

           YES                  NO

attestation

answer n/a if none

list of places outside metro manila you've been to in the last 14 days: 

GENERAL ASSESSMENT

           YES                  NO

           YES                  NO

           YES                  NO

that's not related to chronic or seasonal illness?

           YES                  NO

           YES                  NO

           YES                  NO

           YES                  NO

           YES                  NO

           YES                  NO

           YES                  NO

GENERAL INFORMATION

COVID-19 SCREENING ASSESSMENT FORM

In the past two weeks, have you had new onset of COUGH?

email address

           YES                  NO

           YES                  NO

           YES                  NO

GREEN MOUNTAIN TRIBE INC.

SEX        MALE                  FEMALE

GENERAL ASSESSMENT
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