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Child’s Name (first/last/middle initial) Date of Birth (mm/dd/yyyy) [ Male [ Female
Parent/Caregiver 1 Name Parent/Caregiver 2 Name

Home Phone Work Phone Home Phone Work Phone

Address Address

City, ST ZIP Code City, ST ZIP Code

Name Name

Home Phone Work Phone Home Phone Work Phone
Address Address

City, ST ZIP Code City, ST ZIP Code

Hospital/Clinic Preference

Physician’s Name Phone Number

Insurance Company Policy Number

Special Health Considerations — Attach additional forms if necessary

[J I have read and understand the Summer Camp FAQ’s and Paolicies.

[ 1 authorize all medical and surgical treatment, X-ray, laboratory, anesthesia, and other medical and/or hospital procedures as may be performed or
prescribed by the attending physician and/or paramedics for my child and waive my right to informed consent of treatment. This waiver applies only in
the event that the parent/caregiver(s) can’t be reached in the case of an emergency.

O give permission for my child to go on field trips. | release expERIEnce Children’s Museum and individuals from liability in case of accident during
activities related to expERIEnce Children’s Museum, as long as normal safety procedures have been taken.

|:| | hereby grant permission for my child/children’s photographs and/or video to appear in any printed promotional materials. Promotion may include, but
is not limited to, use on expERIEnce Children’s Museum brochures, newsletters, posters, rack cards, and the expERIEnce Children’s Museum’s
website and Facebook. (Please note: it is the policy of expERIEnce Children’s Museum not to use children’s names in connection with publicity photos
on Children’s Museum materials.)

Parent/Caregiver Signature Date

A?é/ef /%a&, Education Coordinator

Witness Signature Date



