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PARTICIPATION WILL BE DENIED – If the signature of adult participant or 
parent/guardian and date are not on this waiver.

Name:

City:                        Zip:

Home Phone: (  )            Emergency Phone: (  )         E-mail:

Age:     Birthdate:   Gender:  

PROGRAM  NAME NUMBER/LOCATION CODE GUARD. PAYMENT ENT. COMP

TOTAL DUE:
TOTAL ENCLOSED:

OFFICIAL 
REGISTRATION
INFORMATION

FEE*

Address:                           House/Apt. #

READ CAREFULLY
IMPORTANT INFORMATION

 The Special Recreation Services of Lindenhurst, Round Lake, 
Waukegan and Zion Park Districts is committed to conducting its 
recreation programs and activities in a safe manner and holds 
the safety of participants in high regard. The Special Recreation 
Services of Northern Lake County continually strives to reduce 
such risks and insists that all participants follow safety rules 
and instructions that are designed to protect the participants’ 
safety. However, participants and parents/guardians of 
minors registering for the below listed programs/activities must 
recognize that there is an inherent risk of injury when choosing 
to participate in recreational activities/programs.
 You are solely responsible for determining if you or your 
minor child/ward are physically fi t and/or skilled for the 
activities contemplated by this agreement. It is always 
advisable, especially if the participant is pregnant, disabled in 
any way or recently suffered an illness, injury or impairment, to 
consult a physician before undertaking any physical activity.

WARNING OF RISK
 Recreational activities/programs are intended to challenge 
and engage the physical, mental and emotional resources of 
each participant. Despite careful and proper preparation, 
instruction, medical advice, conditioning and equipment, 
there is still a risk of serious injury when participating in 
any recreational activity/program. Understandably, not all 
hazards and dangers can be foreseen. Depending on the 
particular activity, participants must understand that certain 
risks, dangers and injuries due to inclement weather, slipping, 
falling, poor skill level or conditioning, carelessness, horseplay, 
unsportsmanlike conduct, premises defects, inadequate or 
defective equipment, inadequate supervision, instruction or 
offi ciating, and all other circumstances inherent to indoor and 
outdoor recreational activities/programs exist.  In this regard, 
it must be recognized that it is impossible for the Special 

* Non-resident Fee add 50% (see reg. policies)
Recreation Services of Northern Lake County to guarantee 
absolute safety.

WAIVER AND RELEASE OF ALL CLAIMS 
AND ASSUMPTION OF RISK

 Please read this form carefully and be aware that in signing up 
and participating in the identifi ed programs/activities (above), 
you will be expressly assuming the risk and legal liability 
and waiving and releasing all claims for injuries, damages 
or loss which you or your minor child/ward might sustain as 
a result of participating in any and all activities connected 
with and associated with said programs/activities (including 
transportation services/vehicle operation, when provided).
 I recognize and acknowledge that there are certain risks 
of physical injury to participants in these programs/activities, 
and I voluntarily agree to assume the full risk of any and all 
injuries, damages or loss, regardless of severity, that my minor 
child/ward or I may sustain as a result of said participation.  
I further agree to waive and relinquish all claims I or my minor 
child/ward may have (or accrue to me or my child/ward) as a 
result of participating in these programs/activities against the 
Special Recreation Services of Northern Lake County including 
Lindenhurst, Round Lake, Waukegan and Zion Park Districts, 
its offi cials, agents, volunteers and 
employees (hereinafter collectively 
referred as SRSNLC).
 I do hereby fully release and 
forever discharge the SRSNLC 
from any and all claims for 
injuries, damages, or loss that 
my minor child/ward or I may 
have or which may accrue to 
me or my minor child/ward and 
arising out of, connected with, or 
in any way associated with these 
programs/activities.

________________________________________
Parent or Adult Guardian must sign if participant is under the age of 18.

___________________________________________
Date

_____________________________________________
Participant must sign if he/she is their own legal guardian.

___________________________________________
Date

❑ Visa   ❑ MasterCard

Card Holder’s Name________________________________________________

Credit Card Number________________________________________________

Expiration Date__________________ 3 Digit Security Code______________

Billing Zip Code___________________________

❑ Charge Full Fee $_________________ ❑ Charge Deposit Only $_________________

Signature________________________________________________________

FOR CREDIT CARD PAYMENT

In the event of an emergency, I authorize SRSNLC Staff 
to secure from any licensed hospital, physician and/or 
medical personnel any treatment deemed necessary for my 
minor child/ward and agree that I will be responsible for the 
payment of any and all medical services rendered.
 I have read and fully understand the above important 
information, warning of risk, assumption or risk and 
waiver and release of all claims.  If registering on-line or 
via fax, your on-line or facsimile signature shall substitute 
for the and have the same legal effect as an original form 
signature.
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AMT. PAID



❑ ❑

EMERGENCY CONTACT  (Within 20 mile radius) Other than parent/guardian

Name:_______________________________________________

Address:______________________________________________

City:_____________________________  State:____  Zip_________

Relationship:__________________________________________

Home Phone:________________________________________

Work/Cell Phone: ___________________________________

(   )

(   )

(   )(   )

(   )

(   )

(   )

PARTICIPANT DISABILITY  (Please check all that apply)
Attention Defi cit Disorder: (ADD).................................
Autism (A)..................................................................
Behavior Disorder (BD)...............................................
BiPolar (BP)..............................................................
Brain Injury (BI)..........................................................
Deaf/Hard of Hearing (D/HH).....................................
Developmental Disability (DD).....................................
Down Syndrome (DS).................................................
Early Childhood (EC)...................................................
Educable Mental Handicap (EMH)...............................

Emotionally Distressed (ED)........................................
Learning Disorder (LD)...............................................
Multiply Challenged (MC)...........................................
Physically Challenged (PC).........................................
 • are orthopedic devices worn?__________________
 • can transfer into van seat or stadium seat.............
Severe Mental Handicap (SMH).................................
Trainable Mental Handicap (TMH)...............................
Visually Impaired (VI).................................................

If Down Syndrome, has participant been tested for atlanto axial instability? Yes / No 
Does your participant have atlanto axial instability? Yes / No

Name:______________________________________________________________ Age:______ Birth Date:_______________

Address:______________________________________________ City:_____________________ State____ Zip:__________

Parent/Guardian Name:____________________________________ E-mail:_________________________________________

Home Phone:_______________________________________ Cell Phone:______________________________________________

Mother’s Work Phone:_______________________________ Father’s Work Phone:____________________________________

Sex:    Male  Female        T-Shirt Size_________________________

Workshop:_______________________ Supervisor:___________________________ Phone:____________________________

Physician’s Name:_____________________________________________  Physican’s Phone:______________________________

Address:______________________________________________ City:______________________ State____ Zip:_________

EMERGENCY TREATMENT PERMISSION:
I acknowledge that SRSNLC does not carry medical insurance. My family’s own health insurance must assume responsibility in the event of injury.
I understand that every precaution is taken to protect the safety of every participant. I agree to emergency treatment by a physician or hospital in the 
event that I cannot be reached.  I hereby acknowledge that the above information is accurate and I understand that it is my responsibility to inform 
the SRSNLC staff of any changes in the above information.

Medical Insurance Company____________________________________________________________  Date_______________________________

Policy Number________________________________  Signature of Parent/Guardian_____________________________________________

Teacher/

(   )

Yes / No

❑
❑
❑
❑
❑
❑
❑
❑
❑
❑

❑
❑
❑
❑

❑
❑
❑

Yes / No

School/

Fall SRSNLC Annual Information Form
❑ ❑ ❑ ❑
This information will be used for all programs during 2011.
Please contact your local offi ce if any information changes throughout the year.20112011 Lindenhurst    Round Lake     Waukegan     Zion20112011

PHOTO/VIDEO AUTHORIZATION AND CONSENT:
I hereby authorize and give my consent to SRSNLC to photograph/video my child (or me), and without limitation, to use such photographs/video 
in connection with promoting/advertising the services, programs, and facilities of SRSNLC, including, but not limited to its website, Facebook page, 
promotional materials, brochures, fl iers and other publications without consideration of any kind.  I have read and fully understand the above 
photo/video authorization and consent.

Signature of Parent/Guardian_________________________________________________________  Date_____________________________



Does participant use:  
  
  wheelchair_______ stroller_______ walker_______

  cane_______  canadian crutches_______

If participant is non-verbal do they use: sign language_______

  communication board/book_______

Does participant swim/enjoy water?  Yes  No

❑

Does participant display unusual fears?      Yes  No   Comments:_______________________________________________

 • comply with verbal requests?       Yes  No   Comments:______________________________________________

 • respond to specifi c directions?     Yes  No   Comments:______________________________________________

 • have any known situations that cause behaviors?      Yes  No   Comments:____________________________________

What actions are to be taken if a particular behavior is presented?_______________________________________________

______________________________________________________________________________________________________

 • respond to any reinforcement devices?       Yes  No   Comments:___________________________________

______________________________________________________________________________________________________

_______________________________________________________________________________________________________

 • respond to any behavior improvement techniques?     Yes  No Comments:___________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

❑

MEDICATION
Does the participant receive any medication?  Yes   No

Medication    Dosage          Purpose                  Side Effects
  
______________ _____________ ___________________________________  _________________________________

______________ _____________ ___________________________________  _________________________________

______________ _____________ ___________________________________  _________________________________

______________ _____________ ___________________________________  _________________________________

❑ ❑

HEALTH  ISSUES
Does the participant seizure?  Yes  No

Does the participant have asthma?  Yes  No

Does the participant have allergies?  Yes  No

Comments:_________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

❑ ❑

DIETARY  ISSUES
❑ ❑

BEHAVIOR  ISSUES
❑ ❑

❑ ❑

❑ ❑

❑  ❑

❑ ❑

❑

❑ ❑

❑

❑ ❑

SAFETY  ISSUES
Does participant need assistance orientating to:

  people_______   place_______   time_______

Does participant need assistance protecting:

  self_______   anticipating safety needs_______

Does participant need assistance toileting:

  independent_______  monitor_______

  diapering_______   other:___________________

__________________________________________________

❑ ❑

❑ ❑

❑ ❑

GENERAL  ISSUES

❑ ❑

Does participant require assistance eating or drinking?  Yes  No  Comments:________________________________

 • have any food restrictions?    Yes  No Comments:_________________________________________________

 • have any food dislikes?      Yes  No Comments:_______________________________________________

 • have any specifi c food likes?        Yes  No  Comments:_________________________________________________

 • is participant Diabetic?        Yes  No Comments:_________________________________________________


