
SLEEPOVER PERMISSION, LIABILITY RELEASE, AND MEDICAL AUTHORIZATION FORM

I give my permission for my son/daughter ________________________________________________________(child’s name) to participate in the overnight sleepover which will run from August 4, 2012 at 7:30 p.m. until August 5, 2011 at 7:30  a.m. to be held at The Lomira QuadGraphics Community Library.
Those spending the night must bring a sleeping bag. Pillows are optional depending on the comfort of each participant. Participants CANNOT leave before 7:30 am on August 5, unless they are picked up by a parent/guardian. Snacks will be served in the evening.  Breakfast will be served in the morning. Participants are encouraged to bring the beverage of their choice.
Adult Leaders (2): Shannon Barniskis, Amy Sander 

contact #:  920-269-4115 *3 
RELEASE FORM
I both individually and as a legal guardian of my child hereby release the Lomira QuadGraphics Community Library, and any chaperones, employees, or agents of the Lomira QuadGraphics Community Library, and hereby waive any and all claims against The Library, its agents and its employees that may arise out of any injury, loss or damage suffered by my child during the activity, and will make no claim as a result thereof.

Should my son/daughter not abide by the established rules of conduct, I understand that s/he will be returned home. Specifically, insubordination, possession and/or consumption of alcoholic beverages, possession and/or use of harmful non-prescribed drugs or substances, destruction of property, cheating or misrepresentation in a competition event, failure to participate in program as scheduled, fighting, disruptive behavior, violation of any other policies established by the supervisor designed to assure the safety and well-being of the group and individuals will be deemed as just cause for being sent home.

I the undersigned, am the parent, the parents having legal custody, or the legal guardians of _____________________, a minor, and have given our consent for him/her to attend a sleepover at the location and dates stated above.*  

*I will be available the entire time my child is at the library, and I am aware that I may be contacted at any time to pick up my child(ren) for any reason.

X_______________________________________________________________________________________________Parent/Legal Guardian Signature 



Date

Circle One:    Father    Mother   Guardian

(OVER)

MEDICAL RELEASE
I authorize those in charge of the delegation to make medical arrangements for the care of my son/daughter as deemed necessary. I have disclosed all significant medical, health and special needs information about my child_________________________________. In case of a medical emergency, I understand that every reasonable effort will be made to contact me. If I cannot be reached, I, the parent or legal guardian of _________________________________,  a minor, hereby authorize and consent to the physician selected by the approved leader, sponsor or chaperone to hospitalize and select proper treatment including but not limited to injection, anesthesia or surgery for my child’s well-being. I further authorize any licensed medical person/facility to treat our son/daughter. I agree to assume full financial responsibility for any medical services provided.

To the best of our knowledge, my son/daughter is physically able to participate in all aspects of the activity. 

X _______________________________________________________________________________________________
Parent/Legal Guardian Signature 



Date

PLEASE LIST ANY SPECIAL HEALTH FACTORS WHICH YOUR SON/DAUGHTER HAS, SUCH AS ASTHMA, HEART CONDITION, EPILEPSY, DIABETES, ALLERGIC REACTION TO MEDICATION, ETC.:

____________________________________________________________________________________________________________________________________________________________________________________________________

PLEASE LIST ANY PRESCRIBED OR PATENT MEDICATIONS THAT YOUR SON/DAUGHTER WILL BE TAKING WHILE ATTENDING THIS ACTIVITY: 

____________________________________________________________________________________________________________________________________________________________________________________________________

PHOTOGRAPHY WAIVER
I give permission for the Library to use any photographs of my child taken during the program in newspapers, magazines, brochures, website or other media for promotional purposes. I understand that my child’s name will be published with the photos when appropriate. I have read and understand all materials in this waiver and agree to abide by these terms. I am aware this is a waiver and release of liability and I sign it voluntarily. 

X _______________________________________________________________________________________________
Parent/Legal Guardian Signature 



Date

Name of Participant______________________________________________________________________________ 

Home Phone #_________________________________Cell Phone #______________________________________ 

E-mail Address____________________________________________________________________________________ 

Please list your number and an additional emergency contact number. 

Parent’s Name: _____________________________Cell # (or best available #) ___________________________ 

Additional Adult’s Name: ___________________________Cell # (or best available #) ___________________

