Medical/Registration Form: (1/2/2007)
Program: _____________________________Dates: __________________________

Participant’s name:

Last:________________________________ First:___________________________ Age: __________

Grade:______________________ School:_________________________________________________

Address:__________________________________________________Town:_____________________
Phone:_________________________________ Alternate Number:_____________________________
Numbers where you can be reached while your child is at the program:

Email (child) __________________________ Email (responsible adult) _________________________

Emergency Contacts:

______________________________________________________________________________________

  Name





Phone



Relationship

______________________________________________________________________________________

  Name





Phone



Relationship

Health Insurance Company: ___________________________Policy/ Group Number__________________

Doctor’ Name:  _______________________________ Phone:  ___________________________________
Does your child have any of the following medical conditions?

Allergies:
Y
N
please list & explain (medication, food, other)

______________________________________________________________________________________

Diabetes:
Y
N
please explain needs


______________________________________________________________________________________

Asthma:

Y
N
please list triggers/ causes & Medications (inhalers, etc)

______________________________________________________________________________________

Seizures:
Y
N
please Explain:_____________________________________________

______________________________________________________________________________________

Currently taking Medications:
Y
N

Glasses/ Contacts: 
Y
N

List and Explain:________________________________________________________________________

List other medical conditions of which we should be made aware or that might effect your child’s ability to participate.


I hereby release the Town of Topsfield and all its employees/volunteers from all claims on account of any injuries, which may be sustained while attending the Recreation Department Programs. I agree to indemnify the Town of Topsfield and its employees/volunteers for any claim, which may hereafter, be presented by myself or as a result of any injuries. If I cannot be reached in a medial emergency, I authorize the Town of Topsfield Recreation Department Staff to act for me according to their best judgment regarding my child’s need to have any medical procedures deemed necessary by a physician. 

Signature of Parent/ Guardian:____________________________________Date:_____________________



- Children’s Form -


Topsfield Recreation Department




















  Paid [ ] Check #


          [  ] Cash





I Do_____ Do Not____ give permission for photographs of my child to be used for publicity purposes.








