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Participant Forms Summer 2025
These Participant Forms are for children attending:
· Club Rec
· Super Sports
· Theatre
· Counselors in Training (CIT)
· Summer Exploration

Please complete and print these forms. Please Fill out the following paper work and  email it to jjamgochian@town.arlington.ma.us . If your child is here for multiple weeks of the same program, you only need to bring the forms the first week they attend.  Please complete the forms for EACH child (i.e. siblings should not share forms). If you do not bring the required participant forms, your child cannot attend the program.

If your child has a medical condition requiring lifesaving medication(s), this medication MUST be given to their specific group counselor at drop off along with completing all medical forms (see pages 7 & 8).

You do not need to complete all for the forms. See below:
· Pages 1-6: EVERYONE should complete.
· Pages 7 & 8: Expand on allergies and other medical concerns as needed.
· Page 9: Optional Walk Home Consent form.

Mark All Weeks Attending:        Week 1/HRC	Week 2	Week 3	Week 4	Week 5
					Week 6 	Week 7 	Week 8	Week 9



[bookmark: _Hlk200974016]Questions? Please call 781-316-3880 or email us at jjamgochian@town.arlington.ma.us
REQUIRED PARTICIPANT FORMS: ARLINGTON RECREATION SUMMER PROGRAMS 2025
EMERGENCY INFORMATION FORM
PARTICIPANT INFORMATION

Participant’s Name: ________________________ Date of Birth: _____________ Grade Entering Fall 2025: _______
Allergies: _____________________________________ Medications: _____________________________________
Special Accommodations: ________________________________________________________________________
_____________________________________________________________________________________________

PARENT/GUARDIAN INFORMATION
(Please fill out all information applicable. Use N/A if not applicable) 
Participant/Guardian Name: ______________________    Participant/Guardian Name: _______________________
Relationship to Child: ____________________________   Relationship to Child: _____________________________ 
Home Address: _________________________________   Home Address: __________________________________
Home Phone Number: ___________________________   Home Phone Number: ____________________________
Cell Phone Number: _____________________________   Cell Phone Number: ______________________________
Email Address: ________________________________    Email Address: __________________________________

EMERGENCY CONTACT INFORMATION
Required to list at least (2) individuals other than parents/ guardians. Individuals should be local/accessible in the event of an emergency)

Emergency Contacts (In order to be contacted) Name_______________________________________________________________________ Address_____________________________________________________________________ 
Relationship to child____________________________________________________________ 
Home Phone__________________________ Cell Phone______________________________ 
Do you give permission for child to be released to this person? Yes_____ No______ 

Name_______________________________________________________________________ Address_____________________________________________________________________ 
Relationship to child____________________________________________________________ 
Home Phone__________________________ Cell Phone______________________________
 Do you give permission for child to be released to this person? Yes_____ No_____ 

Name_______________________________________________________________________ Address_____________________________________________________________________ 
Relationship to child____________________________________________________________ 
Home Phone__________________________ Cell Phone______________________________
Do you give permission for child to be released to this person? Yes_____ No_____
PICK UP PLAN/INDIVIDUALS AUTHORIZED FOR PICK UP FORM
It is strongly recommended that the pickup/drop off person (parent/guardian/individual) is the same individual throughout the week. Participants will only be released to adults that have been listed on the participant’s authorized pick up form. 

To assure the safety of your child, A PHOTO ID WILL BE REQUIRED AT PICK UP until your counselor can positively identify that the individual picking up has done so before and is on the participants authorized pick up list. These procedures are to guarantee the safety of your child. If someone other than the parent/guardian is picking up, a written note must be submitted to the Program Director(s) ahead of time. 

Please list all adults, which are authorized to pick up your child this summer. To avoid problems at pick‐up time, please include anyone who may ever possibly pick up your child. Verbal and a written consent letter must be given to the Program Director(s) for pickup by anyone who is not on this list. Please remember to include car pool members. Individuals must be at least 18 years old to pick up a participant.  
============================================================================================== INDIVIDUALS AUTHORIZED FOR PICK UP
The following people are authorized to pick up my child, _________________________, up from the Arlington Recreation summer program which they are registered for:

1. Name: _________________________________  Relationship to Child: ______________________________
Address: ____________________________________ Primary Phone Number: _______________________
2. Name: _________________________________  Relationship to Child: ______________________________
Address: ____________________________________ Primary Phone Number: _______________________
3. Name: _________________________________  Relationship to Child: ______________________________
Address: ____________________________________ Primary Phone Number: _______________________
4. Name: _________________________________  Relationship to Child: ______________________________
Address: ____________________________________ Primary Phone Number: _______________________

Please list any individual(s) who is LEGALLY DENIED access to your child. If this is the case, please email jjamgochian@town.arlington.ma.us to provide additional information on the situation. Please include their name, relationship to the child, and age: ______________________________________________________________________________________________
______________________________________________________________________________________________

*PLEASE REMEMBER THAT ALL PEOPLE LISTED TO PICK UP OR AS AUTHORIZED PICK UPS MUST COME WITH A VALID PHOTO ID*

[bookmark: _Hlk200555080]DEVELOPMENTAL HISTORY AND BACKGROUND INFORMATION
Child’s Name: _______________________________   Date of Birth: ________________

DEVELOPMENTAL HISTORY
Any Speech Difficulties? ______________________________________________________
Language Spoken at Home: ___________________________________________________
Special Characteristics or Difficulties: ____________________________________________

SOCIAL RELATIONSHIPS
How Would You Describe Your Child? ________________________________
Previous Experience with Other Summer Programs: ________________________________
Favorite Toys/Activities: ______________________________________________________
Fears (the dark, animals, etc.): ________________________________________________
How Do You Comfort Your Child? ______________________________________________
What Is the Method of Behavior Management/Discipline at Home?
[bookmark: _Hlk200555282]_________________________________________________________________________________________
_________________________________________________________________________________________

What Would You Like Your Child to Gain from This Experience?
_________________________________________________________________________________________
_________________________________________________________________________________________




PHOTO RELEASE FORM

Would you like to have your photo featured or even on the cover of our 2025 Fall/Winter Brochure?

From time to time, the Program Directors will take photographs of the children during our summer programming. We use these photographs for publication and advertising purposes on our website, brochures, and flyers. By signing allow, I give consent to Arlington Recreation to use photographs of my child for publication and advertising purposes. 

Please return the form to let us know if you would like your child to be photographed or not.

--------------------------------------------------------------------------------------------------------------------------------------------------

Please check the appropriate response and sign:

I, _______________________________ hereby allow for my child/children __________________________________ to be photographed. 


I, __________________________________ hereby do not allow for my child/children _______________________________ to be photographed. 


Parent/Guardian Signature: ____________________________________ Date: ___________________








FIRST AID AND EMERGENCY MEDICAL CARE CONSENT FORM
 
Child's Name: _______________________________ Date of Birth: ___________________ 

I authorize staff in the childcare program who are trained in the basics of first aid/CPR to give my child first aid/CPR when appropriate. I understand that every effort will be made to contact me in the event of an emergency requiring medical attention for my child. However, if I cannot be reached, I hereby authorize the program to transport my child to the nearest medical care facility and/or to ________________________, and to secure necessary medical treatment for my child.

Child's Physician Name: ________________________________________________________ 
Address: ____________________________________________________________________ 
Phone Number: _______________________
Child's Allergies: ______________________________________________________________ 
Chronic Health Conditions: ______________________________________________________ 


Health Insurance Coverage___________________________________ Policy #________________
Parent/Guardian Name: ________________________________ Phone__________ Cell___________ 
Parent/Guardian Name: ________________________________ Phone__________ Cell___________

Parent/Guardian Signature: _______________________________	Date: _________________














This form only applies to students with…
• Asthma • Epilepsy • Diabetes • Serious Allergies • Anaphylaxis • Physical Disabilities • ADD/ADHD
INDIVIDUAL HEATH CARE PLAN FORM
Name of child:								Date of Birth:

Name of chronic health care condition: 

Description of chronic health care condition:

Symptoms: 

Medical treatment necessary while at the program:

Who has been trained and will be administering this treatment while the child is at the program:

Potential side effects of treatment:

(Optional) Other recommendations (e.g., further tests, treatments, mitigating measures, accommodations required to allow for the child’s full participation, etc.):


Name and Phone Number of Licensed Health Care Practitioner (please print below): __________________________________________________________________________________________________
Parent/Guardian Signature:___________________________________		Date:__________________
[bookmark: _Hlk200724275]Program Administrator Signature:_______________________________		Date:__________________

MEDICATION CONSENT FORM
Name of child: ______________________________________________________________

Name of medication: _________________________________________________________

Please check one of the following: Prescription: ___ Oral/Non-Prescription: ____

Unanticipated Non-Prescription for mild symptoms ______

Topical Non-Prescription (applied to open wound/ broken skin) ______

My child has previously taken this medication _____

My child has not previously taken this medication, but this is an emergency medication, and I give
permission for staff to give this medication to my child in accordance with his/her
individual health care plan_______

Dosage: ___________________________________________________________________

Date(s) medication to be given: _________________________________________________

Times medication to be given: __________________________________________________

Reasons for medication: _______________________________________________________

Possible side effects: _________________________________________________________

Directions for storage: ________________________________________________________

Name and phone number of the prescribing health care practitioner:
___________________________________________________________________________

I, __________________________________________, (parent or guardian) gives permission
 (print name)
to authorize educator(s) to administer medication to my child as indicated above.

[bookmark: _Hlk200728403]
Parent/Guardian Signature:___________________________________		Date:__________________
CONSENT FOR CHILD TO WALK HOME
[bookmark: _Hlk200728630](Must Be Age 8 Or Older)  

[bookmark: _Hlk200728918]Program Name: ________________________________________________________  

Program Address: Ed Burns Arena       

Destination Address: ____________________________________________________          

I, _______________________________ authorize my child. ____________________________________               ___
(Parent/Guardian's Name)                                                    	 (Child's name)   

to leave the program. This permission is in effect from ____________ to ____________.  
                                                                                           (Date)                    (Date)   



I understand that I need to notify the program which days my child will be walking home by texting or emailing the Program Director’s or by verbally telling your child’s counselor at drop off.  

I recognize that my child will not be supervised by staff while they are away from the program.   

I understand I am responsible for my child once they leave the program.   

I understand that I must explain to my child that they must sign out with their counselor before leaving the program.

I understand that my child has permission to sign out their younger sibling(s) and leave the program if applicable.

I understand if my child will be walking home with younger sibling(s), I will explain to my child that they are responsible for signing themselves out with their counselor. Then they will sign out their younger sibling(s) with their counselor before departing from the program.

I understand that the program has the right to rescind the above privilege if my child's behavior warrants the limitation.   


______________________________________________ _______________________  
(Parent/Guardian Signature)                                                             			   (Date) 
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