












OPNAVINST 1700.9 (series) 
SELF-RELEASE FORM�v CNICCYP 1700/54

Self-release allows youth to sign themselves in and out of the Navy Child and Youth Programs 
(CYP�•) consistent �Á�]�š�Z���š�Z�������}�u�u���v���[�•���^�•���o�(-�����Œ�����‰�}�o�]���Ç�X�_ Annually, parents/guardians of
registered youth must provide CYP with written authorization of their eligible �Ç�}�µ�š�Z�[�•���•���o�(-release 
from care and/or recreational activity. 

Authorization for Self-Release 

�D�Ç���Ç�}�µ�š�Z���u�����š�•���š�Z�������}�u�u���v���[�•���•���o�(-care policy requirement and has my permission to sign 
in/out of the CYP. If my youth is not signed in to the program, I fully understand that the CYP 
�•�š���(�(���Á�]�o�o���v�}�š���������Œ���•�‰�}�v�•�]���o�����(�}�Œ���u�Ç���Ç�}�µ�š�Z�[�•�������Œ���X�� 

Hold Harmless Release: I agree to release and hold harmless the United States, its officers, its 
agents, and its instrumentalities against any claims, demands, actions, debts, liabilities, 
�i�µ���P�u���v�š�•�U�����}�•�š�•�U���}�Œ�����š�š�}�Œ�v���Ç�[�•���(�����•�����Œ�]�•�]�v�P���}�µ�š���}�(�U�����o���]�u�������}�v���������}�µ�v�š���}�(�U���}�Œ���]�v�����v�Ç���u���v�v���Œ��
predicated upon his/her participation in any Navy MWR/CYP activity, use of facilities and/or 
equipment including any loss or damage to property, any injury or death of any person, in any 
manner caused or contributed to by the United States, its officers, its agents, or its 
instrumentalities except in cases of gross negligence. 

Name of Youth:��________________________________________________________________________ 

 ___________________________________  ____________________________________  ______________ 
Name of Parent/Guardian (Please Print)      Signature of Parent/Guardian  Date 

 ____________________________________ 
Name of CYP Representative (Please Print)  

 ____________________________________ 
 Signature of CYP Representative 

 ______________ 
 Date 
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