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The information required below is essential to our After School Program Personnel.  
Please be specific. (You may attach an additional sheet of paper if needed.) 

 

1) List any know allergies (e.g. bees, milk, nuts ) 

 

2) Does the participant have seizures? Yes _______ No ______ If yes, please 
describe including symptoms leading up to the seizure and following the seizure 
and any known causes of the seizure. 

 

3) Is there anything else our personnel should know? 

 

Emergency Medical Treatment Authorization: 

I hereby give permissiion for the Town of Canaan Recreation staff to provide simple first 
aid treatment to my child, ____________________________ when necessary. In the 
event of a more serious injury or illness, I give permission for my child to be transported 
to a hospital or other emergency medical facility to receive emergency medical 
treatment. I also authorize ambulance/rescue squead attendants to administer such 
treatment as is medically necessary. I also authorize licensed health practitioners 
working in the hospital or emergency medical facility to examine and provde emergency 
medical treatment to my child if warranted. I understand that I will be contacted by a 
Town of Canaan Recreation personnel as soon as possible regarding any emergency 
involving my child.  

 

Parent/Guardian Signature: _______________________________________________ 

Date: ____________________________________________ 

 

 

 

 


