
Parent/guardian name ............................................................................  Phone number  ...................................... 

Parent/guardian name ............................................................................  Phone number  ......................................

Mailing address ..................................................................................  City, state, zip  ........................................... 

Email address ............................................................................  Additional phone number  ....................................

Participant information, one form per each child

Name (first & last) ........................................................ Birthdate & age ....................................  Gender  M or F 

School, fall 2019 ......................................................... Grade, fall 2019 ..........................................................

S L OAT S BU R G  P U B L I C  L I B R A RY  

Information and health history/medical emergency

All participants must be signed in, signed out and picked up in the Library Community Room. In the event that there is an 
emergency at the Library and you cannot be reached, please list additional individuals (18 and over) who are authorized 
to pick up your child. Please remind all individuals to have a photo ID when they come. We will not release your child to any 
other person without written permission and proof of identification.

Name ........................................................ Relationship ......................................... Phone ................................. 

Name ........................................................ Relationship ......................................... Phone ................................. 

Name ........................................................ Relationship ......................................... Phone .................................

Medical information: Please complete all questions in detail for your child’s welfare and enjoyment.

Doctor ........................................... Phone  ...................................  Known allergies .........................................

Medications/precautions necessary for the allergy ...........................................................................................

Will your child be required to use an inhaler during Midweek Madness   Yes.............  No............. 

Medical limitations for Midweek Madness activities (i.e. physical, visual, auditory, etc.) ..................................

...........................................................................................................................................................................
Authorization: I authorize that the above information is accurate and current, and all information has been filled out by  
the appropriate parties. In the event that I cannot be reached and an emergency occurs, I hereby give permission to the
physician selected by the Sloatsburg Public Library to hospitalize and secure treatment for my child. I understand that the
Sloatsburg Public Library does not offer accident insurance and my personal insurance bears primary responsibility in case 
of an accident. I authorize the use of photos for promotional purposes.

Parent or guardian .................................................................Date ......................................................................
Please return registration and your payment of $1OO to Sloatsburg Public Library, 1 Liberty Rock Road, Sloatsburg, NY  10974
Checks or cash only. Checks should be made payable to the Sloatsburg Public Library.

Please note: the Library/staff cannot store or administer medication.

Midweek Madness Experience  July 2 - August 8, 2O19




