
Participant Information Form 

basicREC/CAMP basicREC 

Updated 12/9/2016 

Child’s Name Birthdate 

Child’s Address Child’s Home Phone 

Parent/Guardian Information 

(Custody Papers must be attached if a parent is not allowed to pick up the child) 

First Parent/Guardian Name Relationship to Child 

Address is different from Child Home Phone Number 
Email 

Work Name & Address Work Number 
Cell Number 

Second Parent/Guardian Relationship to Child 

Address if Different From Child Home Phone 
Email 

Work Name & Address Work Phone 
Cell Phone 

Emergency Contact Information/Two People to contact if parent(s) cannot be reached. 

First Emergency Contact Name Home Phone Number 
Cell Number 
Work Number  

Second Emergency Contact Name  Home Phone Number 
Cell Number 
Work Number 

 

List those authorized to pick up 

Special needs, accommodations, allergies or food intolerances 

I hereby give permission to Frederick County personnel to provide basic First Aid and seek emergency medical treatment for 
my child.  I authorize emergency personnel to treat my child in the case of an emergency and transport them to the most 
appropriately deemed hospital when needed. 

Parent/Guardian Signature: _______________________________________________ Date: _____________ 

Staff Use:  AM basicREC PM basicREC CAMP basicREC  Site:______________________ 
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