
 
 

PAST FINDERS SUMMER PROGRAM MEDICAL RELEASE FORM 
 
Name of Child:  _________________________________________________________ 
                                            First                       Initial                       Last 

Home phone number:  ______________________________________________________ 

Date of birth: ______________________________ Age ___________________________ 

Mother’s place of work: _____________________________________________________ 

Work/cell phone number(s): _________________________________________________ 

Father’s place of work:  _____________________________________________________ 

Work/cell phone number(s): _________________________________________________ 

Name of your child’s physician:  ______________________________________________ 

Physician’s telephone number:  _______________________________________________ 

People to contact in case of emergency:  

1. Name  ______________________________  Relation _________________________ 

    Phone (home) ________________________            (mother , father, grandmother, etc.) 

               (work/cell)  _____________________     

2. Name  ______________________________  Relation _________________________ 

    Phone (home) ________________________            (mother , father, grandmother, etc.) 

               (work/cell)  ____________________    

3. Name  ______________________________  Relation _________________________ 

    Phone (home) ________________________            (mother , father, grandmother, etc.) 

               (work/cell)  _____________________     

 
I agree to the following procedure should medical attention become necessary: 

1. The Haverhill Historical Society staff or other authorized personnel will make every 
effort to contact the parent, explain the circumstances, and receive instructions for 
the child’s care. 

2. If the authorized person is unable to reach the parent, staff will authorize medical 
attention if such is deemed necessary upon the advice of a qualified physician. 

3. In case of emergency, staff will call 911. 
 
 
____________________________________________    _________________________ 
Parent’s Signature (approving of above)                                                         Date 

– Over – 



INSURANCE INFORMATION: 
Company:  _____________________ Name of Subscriber:________________________ 

Identification Number  _____________________________________________________ 
 

EXISTING MEDICAL CONDITIONS:  
IMPORTANT: Child has the following food allergies: 
________________________________________________________________________ 
 (examples: allergy to insect stings, diabetes, asthma, hayfever, etc.) 
Treatment (if any): ________________________________________________________ 

Medications (if any): _______________________________________________________ 

Known allergies to medications (penicillin, etc.): __________________________________ 

________________________________________________________________________ 

Special instructions for staff and chaperones: ____________________________________ 

 _______________________________________________________________________ 

 
1. I give the Haverhill Historical Society permission to photograph my child, and use the 
images for publicity purposes. 
2. I give the Haverhill Historical Society permission to transport my child by bus or public 
transportation. 
 
____________________________________        ________________________________ 
Parent’s Signature (approving of the above)                                          Date 
 
 

MEDICAL  FORMS 
 

Please submit a copy of your child’s medical records including 
• Immunization Record and 
• Most Recent Physical Exam from your child’s physician  

 

You may use their forms or you may make a copy of the medical records on file at your 
child’s school. Children cannot be admitted without the required medical forms. 

 

Send all Medical Forms to: 
 

Haverhill Historical Society 
240 Water Street 

Haverhill, MA 01830 
 

DROP OFF AND PICK UP POLICY 
 

When you arrive at the Haverhill Historical Society to drop off and pick up your child, you 
will need to come into the Museum lobby and sign your child in and out. If someone other 
than a parent is picking up a child, we will need a note in writing indicating who has been 
authorized to pick up your child. Your cooperation in this matter is appreciated. 
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