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Safety Questionnaire

Full Name: 

Email: Phone: 

Do you have any other disabilities or medical conditions that we should be aware of that may a�ect your ability to work with glass? 
(Allergies, respiratory issues, heart problems, etc.) 

   Yes         No If yes, please describe:  

For your safety, please list any prescription medications vital to your health that you are currently taking: 

Emergency Contact

Name: 

Relationship: 
                

I grant permission to �e Bubble Factory, its agents and employees, 
rights to photographs and/or video images taken of me, or members of 
my family, for the purpose of publication, promotion, illustration, 
advertising, etc, in any manner or in any medium. Furthermore, I 
grant permission to use my statements that were given during an event 
or class, with or without my name, for the purpose of advertising and 
publicity without restriction.   

Photo/Video Release (Optional)

Signature: 

   Yes         No Initials:


