REGISTRATION FORM
DAY CAMP—FOR THOSE ENTERING GRADES 1-6
WHEN:  June 10-13, 2019  9am-1pm  (bring sack lunch)
WHERE:  St. James Lutheran Church  
Suggested Donation is $20.
REGISTRATION DUE BY THURSDAY, MAY 30, 2019
 
Press On:  Philippians 3:3-14
 
Name:___________________________________	Grade Entering______         Sex M__F___
 
Birthdate:___/___/___		Age__________	First Time Day Camper Y___N___
 
Address_____________________________________City_____________________State_____
 
Parent/Guardian Name______________________________Email address________________
 
Parent Cell Phone _______________________________________________________________
 
Emergency Contact (other than parent) and phone #__________________________________
 
Siblings attending Day Camp_______________________________________________________
 
HOME CHURCH________________________________________________________________
 
GENERAL HEALTH INFORMATION
Chronic or recurring illness or medical condition that may affect day camp life: ________________
____________________________________________________________________________________
Dietary Restrictions: ___________________________________________________________________
Other suggestions that may help make your day camper’s week more comfortable _______________
_____________________________________________________________________________________
Medications (list kinds and dosage) _______________________________________________________
___________________________________________________________________________________
 
Insurance Information:						Immunizations (Please circle Y OR N)
Insurance Company___________________			DPT 			Yes or No
Policy #______________________________			Polio  			Yes or No
Holders Name________________________			MMR 			Yes or NO
Family Doctor_________________________			DATE OF LAST TETNUS__________
 
	PERMISSION
 I give my permission for my child to participate in all aspects of the Day Camp except as noted.  I understand that every effort will be made to contact me if my child needs emergency medical treatment.  I authorize medical personnel or Day Camp staff to secure any medical or emergency treatment as deemed necessary for my child.  I give permission for any picture taken of my child to be used for promotional purposes.
 
Parent/Guardian Signature ______________________________________________________		
[bookmark: _GoBack]Date			________________									
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