
  



Contact -NOT AT THE AREA(Required): 
Name____________________________________________                   Relationship ______________________  

Address_______________________________________________         Phone ____________________________  
        

Dentist ________________  Address_________________________________   Phone _____________________  

Doctor  ________________  Address_________________________________   Phone _____________________    

   
CHILD S NAME: __________________________________________    Birth Date ____________ Age ___________  

CHILD S ADDRESS: ____________________________________________________Home Phone:_______________  

City:______________________________________________State:__________________Zip:______________  

1st PARENT OR GUARDIAN: (circle one)                                     2 nd PARENT OR GUARDIAN: (circle one)             

2nd PARENT OR GUARDIAN: (circle one)     

IN CASE OF EMERGENCY                   

Loveland will apply Coppertone Waterbabies SPF 50  to face and arms.                                              Int ___________  

From time to time videos (Rated G only) will be shown in the Children s Center.                               Int ___________  

I authorize Loveland Ski Area to proceed with emergency medical attention in the   
event that I cannot be reached.                                                                                                               Int ___________  

My child has my permission to participate in any outdoor activities 
deemed suitable by the Children s Care Center staff.            Int ___________  

Other person(s) authorized to remove child from the center:   
Name______________________Address___________________________Phone__________  

Name______________________Address___________________________Phone__________   

__________________________________________             _______________________ 
Signature of Parent/Guardian                                              Date 

Name______________________________________  

Home Address______________________________      

Phone ____________________________________  

Employer _________________________________  

Work Address______________________________   

Phone  ____________________________________   

Cell/Pager __________________________________ 

Name_______________________________________  

Home Address_______________________________   

Phone ______________________________________  

Employer ___________________________________  

Work Address_______________________________   

Phone  _____________________________________   

Cell/Pager ___________________________________ 

Children Hospital 
13123 E. 16th Ave. 
Aurora, CO 80045 
720-777-1234 

Other: Hospital ___________________________________  

Address: _________________________________________  

Phone: ___________________________________________ 

Special Instructions: ________________Food or Medical Allergies: __________________  

________________________________

 


