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NAME OF PARTICIPANT 

Persons Authorized for Child Pick-Up (in addition to emergency contacts listed on previous page) 

Staff will not release your child unless proper photo identification is shown daily by the persons listed. Print clearly and 

remember to include yourself if you plan to pick-up your child from the program. 

MEDICAL INFORMATION and SPECIAL CONSIDERATIONS   
Check any that apply to your child. With awareness of your child’s needs, staff may be able to modify activities and techniques 
for inclusiveness prior to the start of the program. 

 No specific medical or behavioral condition 

 Food allergies – please specify _______________________________________________________________________ 

 Non-food allergies –please specify ____________________________________________________________________ 

Any physical, emotional or behavioral conditions, including cognitive, LD, ADD, ADHD, or autism requiring medication, 
treatment, special restrictions or considerations while at the program– Please specify 

 List triggers, signs or symptoms for these conditions:

 What techniques do you recommend in managing your child’s behavior:

List activities from which the participant should be exempted for health reasons or require special accommodations: 

Please note that it is your responsibility to supply any necessary medical equipment that relates to a specific 
medical condition. 

Medications: List below all medications, including EpiPen, asthma inhaler, over-the-counter or nonprescription drugs, taken 
regularly. If your child needs to take medication or you expect staff to dispense medication to your child during program hours, you 
must also complete the separate Medication Dispensing Information, Waiver and Release form. 

MEDICATION DOSAGE SPECIFIC TIME TAKEN                 REASON FOR TAKING 

MEDICATION DOSAGE SPECIFIC TIME TAKEN                 REASON FOR TAKING 

 Check box if your child is taken off a particular medication in the summer. 

2. Name: Phone Number:  

1. Name: Phone Number:  

2. Name: Phone Number:  
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NAME OF PARTICIPANT 

HEALTH INSURANCE / PHYSICIAN 

Insurance Company 

Policy/Group Number 

Participant ID Number 

Physician’s name 

Office Phone Number __________________ 

Past Medical Treatment: Please list any major medical treatment within the last year: 

Notification: When you want to be notified for minor injuries (e.g. scrape, non-allergic bee sting, bloody 
nose, sliver) that do not limit participation?         immediately               at pick up 

Permission to Secure Treatment 

All staff are certified in First Aid, CPR, AED, EpiPen and asthma inhaler assistance. They will take whatever emergency 
medical measures are deemed necessary for the protection and safety of the participant within their training. 

In the event of any emergency, I authorize the Lake County Forest Preserve District to secure from any licensed hospital, 
physician and/or medical personnel any treatment deemed necessary for me or my minor child/ward's immediate care and 
agree that I will be responsible for payment of any and all medical services rendered. I understand that this authorization 
includes transporting my child by ambulance if necessary to the nearest medical treatment facility if I am unable to be 
reached first. 

SIGNATURE OF PARENT OR GUARDIAN   DATE 

PRINTED NAME 
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