
BROOKFIELD  ZOO M EDICAL WAIVER  FORM

Medical Waiver Form Explanation
The  fo l l o w i n g  is  a med i ca l  wa i v e r  fo rm  for  you r  chi l d .

In  any  med i ca l  emergen c y  (bee sting,  scrape,  spra in,  cut,  etc.), Broo k f i e l d  Zoo ’s  Po l i ce  Depa r tm e n t  is  
con tac te d.  An  emergenc y  med i ca l  techn i c i a n  per f o r m s  f i rs t  aid  on  you r  chi l d  and  immed i a t e l y  places  a cal l  
to  you.  Th i s  cal l  is  to  not i f y  you  of  the  inc i den t  and  to  in fo r m  you  of  any  add i t i o n a l  treatme n t  opt i o n s,  
wh i c h  you  may  accep t  or  refuse.  Un t i l  you  are  reached,  you r  ch i l d  rema i n s  in  the  Fi rs t  A i d  Of f i c e  and  
canno t  be  released  back  into  the  zoo.  If  you  canno t  be  reached  w i t h i n  a reasonab l e  amoun t  of  time,  a cal l  is  
placed  to  Lo y o l a  Med i c a l  Cen te r.  Med i c a l  sta f f  at  Lo y o l a  Med i c a l  Cente r  w i l l  dec ide  i f  you r  chi l d  needs  to  
be  transpo r t e d  by  ambu l a n ce  to  the i r  fac i l i t y .  Paymen t  of  the  ambu l a n ce  and  any  treatme n t  at  Lo y o l a  
Med i c a l  Cen te r  are  you r  respons i b i l i t y .  W i t h  th is  med i ca l  wa i v e r  in  place,  i f  you  are  unab le  to  be  reached,  
Bro o k f i e l d  Zoo  prog ram  staf f  can  make  the  dec is i o n  to  accep t  or  refuse  med i ca l  treatme n t  on  beha l f  of  you r  
ch i l d.  Please  br i n g  the  comp l e te d  fo rm  at  the  time  of  the  prog ra m.

AUTHORIZATION  FOR  M EDICAL  TREATMENT  OF A M INOR
(Please  comp l e t e  a separa te  fo rm  for  each  chi l d .)

I/we,  being  the  paren t(s)/legal  guard ia n(s) of  ____________________________________________  , a 
(chi l d ’s  name  – bi r t h  date/age)

mino r,  do  hereb y  appo i n t  Bro o k f i e l d  Zoo  staf f  to  act  on  my/ou r  beha l f,  in  the  even t  that  I/we  canno t  be  

con tac te d,  to  autho r i z e  or  refuse  necessar y  emergenc y  treatme n t  wh i l e  part i c i p a t i n g  in  prog ra ms  at  

Bro o k f i e l d  Zoo  summe r  day  camp  on  _____________________________________  .
(dates)

I  unde rs ta nd  that  I  w i l l  be  respons i b l e  fo r  the  paymen t  of  al l  costs  incu r re d  inc i den t  to  such  treatme n t.  I  w i l l  
not  ho ld  Broo k f i e l d  Zoo  in  any  way  respons i b l e  fo r  acc iden ts  and/or  in j u r y  to  the  ch i l d  that  are  who l l y  or  in  
part  resu l t i n g  from  fac i l i t i e s,  acts,  or  om iss i o ns  not  di rec t l y  managed  by  the  Ch i cag o  Zoo l o g i c a l  Soc ie t y  at  
Bro o k f i e l d  Zoo.
Mother/father/legal guardian: Please fill out this form as completely as possible, circling the most 
likely way to reach you during the program.

_____________________________________ ____________________________________
Signa t u re  Signa t u re

_____________________________________ ____________________________________
Name,  rela t i o n sh i p  to  chi l d  Name,  rela t i o n sh i p  to  chi l d

_____________________________________ ____________________________________
Home  address  Home  address

_____________________________________ ____________________________________
Ci t y/Sta te/Zi p  Code  Ci t y/Sta te/Zi p  Code

_____________________________________ ____________________________________
Home  phone  numbe r  Home  phone  numbe r

_____________________________________ ____________________________________
Ce l l u l a r  phone  numbe r  Ce l l u l a r  phone  numbe r

______________________________________________________________________________________
Othe r  emergenc y  con tac ts  and  phone  numbe rs:
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Please  check  yes  or  no  i f  you r  ch i l d  has  been  immu n i z e d  fo r: Yes No

Tetanus  boos te r

M u m p s,  meas les,  rube l l a

Po l i o

Haemo p h i l u s  in f l u en zae  type  B

Pneumo c o c c a l

Hepa t i t i s  B

Hepa t i t i s  A

Ch ic ke n  Pox

Men i n g o c o c c a l  men i n g i t i s

D i p t h e r i a , te ta nus,pe r t us i s

When  was  the  date  of  you r  ch i l d ’s   last  tetanus  sho t?  _________________________________  

To  help  us  pro v i d e  the  best  poss ib l e  camp  exper i e n ce,  please  spec i f y  al le r g i es,  med i ca l  prob l ems,  

med i ca t i o n s  presc r i be d  or  ove r  the  coun te r  med i c a t i o n  you r  chi l d  is  tak i n g  phys i ca l  needs,  behav i o r a l  

needs,  or  learn i n g  disab i l i t i e s  conce r n i n g  you r  chi l d .

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Desc r i b e  any  camp  act i v i t i e s  from  wh i c h  you r  campe r  shou l d  be  exemp ted  fo r  hea l th  reason.

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Please  lis t  the  name  and  phone  numbe r  of  you r  campe r ’s  phys i c i a n  or  heath  care  fac i l i t y .

______________________________________________________________________________________

______________________________________________________________________________________

Please  ind i ca te  the  names  and  phone  numbe r s  of  ind i v i d u a l s  who  have  perm i ss i o n  to  drop  of f  or  pic k  up  

you r  chi l d  at  camp.  _____________________________________________________________________  

______________________________________________________________________________________

______________________________________________________________________________________


